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Emergence of a safe spinal anesthetic was logically 
followed by fuller recognition of its technical advantages. 
This anesthetic, NEOcaine, has grown steadily in thera- 
peutic stature since its introduction for spinal anesthesia 
in 1917. 


NEOcaine's use for operations below the diaphragm 
is preferred i in patients with pulmonary disease (asthma, 
pneumonia, tuberculosis, emphysema, bronchiectasis), 
thyroid disease, toxemia of pregnancy, diabetes, cardiac 

_ or renal disease. 

NEOcaine is responsible for the modern "silent ab- 
domen," a muscular relaxation enabling minimal handling 
of viscera, restraining pads or packing. NEOcaine also 
minimizes postoperative nausea, vomiting, ileus, toxemia and | 
secondary shock. Indeed, it may be mandatory in exten- 
sive, shock-producing operations, especially in the aged. 


ADMINISTRATION: Employ | mg. of NEOcaine per 
pound of body weight, up to 150 mg. Dissolve crystals 
with spinal fluid led into the ampoule. Inject slowly 
with optional barbotage, using a 22 gauge needle. 
Trendelenburg at once, continuing for 3 hours. Con- 
traindicated in gastrointestinal perforation, obstruc- 
tion, peritonitis, cerebrospinal or dorsal skin disease. 


Drug idiosyncrasy is rare. 


—— 1917-1945 ) 


SUPPLIED: Ampoules of 50, 
80, 100, 120, 200, 300 mg. 
of pure n> hydro- 
chloride. - Boxes of 10. 
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Editorials 


Some Surgical Emergencies” 


WILLIAM SEAMAN BAINBRIDGE, M.D., C.M., Lirr.D., F.I.C.S. 
NEW YORK CITY 


Guild meetings of our Interna- 
tional College of Surgeons is to 
present briefly the essentials of surgical 
experience, report on the results of re- 
search and outline scientific approach to 
diagnosis through clinical observation 
with laboratory assistance. Thus the 
Guild system is a co6rdinating one, link- 
ing the clinical, research and the labora- 
tory. This renders a real service in 
keeping surgeons in small communities 
—where there is but a modicum of sur- 
gical work—abreast of the times and 
conversant with new developments and 
advances. It conveys through the bal- 
anced judgment of those experienced as 
teachers and workers in the surgical 
field and through carefully selected 
articles in the ‘‘Journal’’ of our Inter- 
national College, problems that chal- 
lenge the utmost ingenuity and ability 
of surgeons, and helps them to over- 
come, when possible, what may seem 
insurmountable handicaps. It seeks to 
teach, to inspire, and to aid each genera- 
tion of young surgeons coming on, to 
take the place of those who are in the 
front rank today. 
There are so many medical and surgi- 
cal articles written, so many text books 
published, that it is impossible for the 


*Read at Meeting of Tennessee Division, U. S. 
Chapter, International College of Surgeons, Knox- 
ville, June 8, 1945. 


Ok: of the main purposes of the 


student, the medical man or the surgeon 
to masticate and digest them all, even in 
his own specialized field. These scien- 
tific books are like best sellers-—after 
a few years they are too old to be read 
or discussed, for so many others have 
been published more recently. We now 
have year books and journals of ab- 
stracts—numerous medical and surgical 
‘Readers’ Digests,’’ so that he who 
runs may read. The student who may 
not have sufficient time in preparation, 
must depend on hospital internship to 
develop the clinical on the basis of the 
theoretical. Later he must spend time 
in postgraduate work and refreshener 
courses. The methods and results of the 
past are often forgotten in the desire to 
adopt the new. While much that we have 
learned may well be forgotten, it must 
be remembered that a measurable 
amount of discoveries in medicine and 
surgery has been lost through the cen- 
turies until, as sometimes happens, we 
proclaim a great new advent to the 
waiting world, only to find that it has 
its basis in something quite old. 

We are endeavoring to develop our 
vision and practical concepts toward a 
wider horizon. We are living through 
the greatest of all clinies—War—that 
has resulted in new developments and 
methods in many fields of medicine, sur- 
gery and sanitation, so that experience 
has been gained, unprecedented to date. 
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We are faced with many problems still 
to be solved. This clinic of war has of 
necessity forced men to think quickly 
in meeting unforeseen emergencies and 
to tax their resourcefulness to the 
utmost. They have proved that, with- 
out asepsis, without the best in in- 
struments, without operating room, 
operating table, white uniformed nurses, 
but rather in the mud and dirt of the 
battlefield, under practically every ad- 
verse condition that can be met, the 
surgeon, forgetful of everything except 
the saving of life and limb and the 
amelioration of suffering, can work 
what are tritely called miracles and 
demonstrate that he is not softened by 
the ‘‘ultra’’ in modern medical centers. 
But there are those who have not had 
this experience; there will be more in 
the future. They must learn how better 
to meet emergencies in their surgical 
practice. Poise, quick, clear thinking, 
good judgment based on one’s own ex- 
perience and that of others, are neces- 
sary requisites to meet in full measure 
our call to service in response to the 
trust imposed upon us. 

The literature that is coming forth in 
large volume in regard to emergencies 
in the present war is replete with les- 
sons, many of which can be applied to 
the peacetime warfare which we will 
always largely have with us in the very 
process of living. In this paper, how- 
ever, I am not including any of those 
which I have encountered in three wars 
(including the present one) but am 
limiting myself to some of the emer- 
gencies that may confront the surgeon 
in his daily work, wherever he may be. 


1. A young surgeon was called by a 
dentist to see his wife who was having 
a severe vaginal hemorrhage. It was 
decided to curette the patient in her 
home. The dentist gave the anesthetic. 
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His office nurse assisted. The patient 
went into collapse and died on the table. 
The Medical Examiner reported an 
anesthetic death. Because of certain 
local gossip, the body was disinterred 
some weeks later and an autopsy was 
performed. It was found that the uterus 
had been punctured and that the small 
intestine had been removed from the 
duodenal junction to the ileocecal orifice, 
there being a clean cut at each end with- 
out any ragged mesentery. The surgeon 
was indicted, tried, found guilty, sen- 
tenced to a ten year prison term. The 
courts sustained the conviction, and the 
Governor refused to act. The case was 
closed. The surgeon’s fiancée sought 
my help. As I read the testimony in 
this tragic case, I could not grasp that 
what was claimed to have been done 
could have been accomplished without 
an open operation. As Professor of 
Operative Surgery and Gynecology at 
one of our large teaching hospitals, I 
had opportunity to try to duplicate the 
described operation on a number of 
female cadavers, but was unsuccessful. 
I discussed the matter with an outstand- 
ing surgeon of a neighboring state who 
at that time had as his patient the Chief 
Justice of the Court of Appeals that 
had turned down the case. We presented 
it before a meeting of a large surgical 
society. The record of that meeting was 
brought to the attention of the Chief 
Justice by his surgeon, and it resulted 
in the man’s being pardoned. It was 
later learned that the patient had taken 
ergot to bring on a miscarriage and that 
the undertaker, a relative, had removed 
the small intestine when he embalmed 
the body. 


2. One midnight a surgeon called upon 
me and stated that he had just curetted 
a patient who had been hemorrhaging 
from a miscarriage. He had emptied 
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the uterus and because the material ob- 
tained looked strange to him, had im- 
mediately brought it to me. I instantly 
saw that he had removed part of the 
small intestine by uterine puncture. I 
operated at once and found that several 
inches of small intestine were gone. 
There were two holes in the uterus, one 
through which the small intestine had 
been pulled, and a very small one which 
it was later discovered was caused by 
an umbrella wire used by the patient 
to induce miscarriage. The patient 
survived. 

Note: In my instruction to postgradu- 
ate students in surgery on the cadaver, 
I always caution that a_ thawed-out 
uterus in a dead body is of much the 
same consistency as a septic uterus— 
soft and easily friable. Yet during the 
seven years when I was teaching in the 
‘‘dead house,’’ 28 per cent of the men, 
in curetting that organ, either left the 
uterus unclean or punctured it. 


3. A young woman consulted a gastro- 
enterologist. As a routine procedure he 
gave a test meal. When inserting the 
tube to remove the meal, he had diffi- 
culty, for there seemed to be a spasmodic 
stricture. Considerable force was ex- 
erted, there was sharp pain, and then 
the tube went down easily. The physician 
then started to wash out the stomach 
and discovered that the tube had gone 
down into the chest cavity. The patient 
went into collapse. I was called but was 
unable to save her. 

Note: A great surgeon has said that 
the esophageal tube and the curette are 
two of the most dangerous instruments 
in the surgeon’s armamentarium! 


4, A patient was sent to me in the 
dispensary for the removal of what was 
diagnosed as a simple sebaceous cyst of 
the scalp. On examination I found what 
appeared to be a crater-like rim around 
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the mass, which was about the size of a 
mandarin orange. This was situated 
over the anterior fontanel. I concluded 
that something more than a sebaceous 
cyst was present and had the patient 
hospitalized. It was discovered that she 
had an extra dural aberrant thyroid, 
that had worked its way through the 
skull. There would have been a fatality 
had the operation been performed, as 
scheduled, in the dispensary. 


\ 


¢~ 5. I was called to a Government hos- 


pital to see a woman who had been emo- 
tionally distracted since the death two 
weeks previously, of her husband, pa- 
thologist at the institution. A history 
was given me of a slow growing abdomi- 
nal tumor. The neurologist at the hos- 
pital emphasized the neuropsychiatric 
condition; the medical man felt it was 
a gynecological case. The gynecologist 
stated that the abdominal tumor ex- 
tended to the umbilicus, that the mass 
was more to the left than to the right, 
and that the uterus was retroflexed and 
attached to the rectum. I was called to op- 
erate and the patient was ‘‘prepared’’. 
I examined the patient in the presence 
of the three men who had attended her. 
On inquiry I learned that the woman 
had been passing frequently, a great 
deal of urine. Nevertheless I requested 
catheterization and waited for the result. 
One thousand c¢.c. of urine was evacu- 
ated! and the large ‘‘tumor’’ entirely 
disappeared! My next request was that 
the patient be given an enema. Nearly 
two large pus basins of fecal matter 
were removed. Again I examined the 
patient. The uterus was now in normal 
position; the ‘‘mass”’ in the intestine on 
the left side was gone. The patient made 
an excellent, nonoperative recovery. 
Note: The emergency here was to 
keep the hospital records straight and 
yet protect the staff! I am reminded 
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that the greatest Book ever written says 
‘all that is lawful is not expedient.’’ 


6. Another of several cases of this 
sort that I have had, was that of a 
woman. I was called to see in one of 
our city hospitals, who was suffering 
from what was diagnosed as tonsilitis 
and a very large pelvic tumor. The 
patient was in marked abdominal dis- 
tress. Before making a complete exami- 
nation, I ordered catheterization, which 
netted 2,150 ¢e. of urine: There was 
nothing present but a full bladder and, 
in fact, no tonsilitis. 

Note: My rule, which T have found 
to be a safe one, is never to open the 
female abdomen without catheterization 
on the table, when the patient is under 
the anesthe.:e. Under the exciteinent of 
the impending operation and being given 
an anesthetic, liypersecretion of the kid- 
ney often results and the operator may 
be hampered in his surgical work in 
the lower abdomen and pelvic cavity 
by a quantity of urine in the bladder. 


7. A patient decided to take her own 
rectal temperature. The thermometer 
disappeared. Later she complained of 
pain and told the nurse what she had 
done. X-ray examination showed that 
the thermometer had passed through a 
small rectal diverticulum. Operation 
was performed and the thermometer 
was removed from the cul de sac of 
Douglas. 


8. On one occasion I was assisting 
Sir John Bland Sutton at the Middlesex 
Ilospital in London. The amphitheater 
was full of spectators who had come to 
see the great surgeon at work. The 
patient was brought in. Sir John held 
up an X-ray film, and said ‘‘Gentlemen, 
on this film you will see seven kidney 
stones in the right kidney—please note, 
the Scriptural number of seven. We will 
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explore.’’ He opened the kidney, exam- 
ined it thoroughly and found no stones; 
he sewed it up. He turned to the inter- 
ested audience: ‘‘Gentlemen, you will 
recall that I said the stones were on 
the film! We will proceed to the next 
case.”’ 

9. In a brawl, a man was kicked in 
the abdomen and went into collapse. He 
had severe pain in the lower abdomen. 
There was no external evidence of the 
cause; a tube was inserted into the 
bowel and no blood was found. Catheter 
was inserted and it was found that there 
was no urine. Immediate laparatomy 
revealed a ruptured bladder and one 
and a half pints of urine in the abdomi- 
nal cavity. Evidently the bladder had 
been full and the impact of the blow 
caused the rupture. The patient was 
saved. 


10. A man who had fallen several 
stories, was brought to the hospital in 
an ambulance against his will. He did 
not seem to have any bruises, was only 
a little shocked, and after we had kept 
him for an hour or so he insisted on 
getting up and leaving. There was some- 
thing about his looks—despite the fact 
that he said he felt all right—which 
made me suspicious that there might be 
internal injury. I had him sign a paper 
stating that he had left the hospital 
against our advice. Some hours later 
the Medical Examiner’s office telephoned 
to inquire why we had permitted a dying 
man with a ruptured kidney to leave the 
hospital. He died of internal hemor- 
rhage. Newspaper reporters were on 
hand ready for glaring headlines against 
the hospital and medical service of New 
York. The signed release saved the 
day! 


11. A girl of seventeen was hospital- 
ized for emergency operation for acute 
appendicitis. I was called to the hos- 
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pital about midnight and the operating 
room was in readiness. On examination, 
I found a large mass of fecal matter in 
the descending colon. The patient was 
due to menstruate and had certain pre- 
monitory signs. I decided against im- 
mediate operation and ordered enema, 
starvation diet, mustard foot bath and 
rest in bed. The blood count was not 
significant although somewhat above 
normal, She menstruated the following 
day and all signs of tenderness in the 
right side disappeared after the flow 
was well started. It is now nine years 
since this episode, she has married and 
has had no further ‘‘appendiceal’’ 

trouble. 


Note: It is well to keep in mind that 
aberrant endometrium is sometimes 
found in the broad ligament, in the meso 
of the appendix, and at other sites. 
During impending menstruation, con- 
gestion in the tissue that has been 
misplaced, frequently gives symptoms 
simulating appendicitis. This possi- 
bility should always be considered, espe- 
cially at puberty. It is also well to 
remember that there is a branch of the 
artery that comes from the ovarian, 
which connects with the blood supply of 
the appendix. 


12. Karly in my career, I had on my 
service at the New York City Children’s 
Hospital on Randall’s Island, a young 
boy eight years of age. He had tuber- 
culous peritonitis of the fibrocystic type 
with some ulceration, and tuberculosis 
of the right testis. Ilis general condi- 
tion was exceedingly bad. It was im- 
possible to open all the partitions in the 
abdomen to evacuate the fluid. Two 
partitions were opened, the patient went 
into collapse and, seeing an oxygen tank 
nearby, I suddenly thought that if oxy- 
gen is good for inhalation it might have 
an effect in the body cavity. I quickly 
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introduced some of the oxygen into the 
two compartments and sewed up the 
abdomen leaving the two cavities in- 
flated with the gas. Remarkable im- 
mediate improvement was noted which 
lasted for some hours but the disease 
was too far advanced and the child died 
after several days. The tonie effect of 
the oxygen certainly prolonged his life. 
This is the first ease on record in which 
oxygen has been left in the abdomen 
to be absorbed. 


13. Some years later, at Mr. Harold 
Chapple’s clinic at Guy’s Hospital, Lon- 
don, I removed a ten-pound tumor from 
a woman and inflated the abdomen with 
oxygen to the size of the removed mass, 
to demonstrate my use of the gas before 
a group of surgeons. A few minutes 
after the patient was returned to the 
ward just outside the operating room, 
the nurse in charge returned and in a 
frightened loud whisper said: ‘‘The pa- 
tient has stopped breathing!’’ Fearful 
that something had gone amiss with the 
first case I had operated on for him at 
his clinic, Mr. Chapple asked me to see 
the patient immediately. The cheeks 
were red and the nails were pink but 
the nurse was right, there was no per- 
ceptible breathing. I gently tapped the 
patient on the chest. Her ‘‘Ow’’? was 
heard by the surgeons in the adjoinjng 
room. It was simply that she was in a 
state of physiological apnea. She had 
an uneventful convalescence; the gas 
having been gradually absorbed. 


Note: For many years, I have had 
some remarkable results from inflating 
the abdominal cavity with warm oxygen 
and closing the abdomen with the gas 
in situ, in cases of tuberculous peri- 
tonitis, as a tonic support, and where 
large abdominal tumors are removed. 
In some cases of chronic cirrhosis of the 
liver with recurrent ascites, displacing 


the fluid by oxygen acts as a tonic and 
lessens the rapidity of return. It also 
lessens shock by eliminating negative 
pressure. I have also used it in the chest 
cavity in selected cases of pleurisy with 
effusion. In certain centers abroad for 
the treatment of tuberculosis, my method 
of infusing pure oxygen into the chest 
cavity, utilized after Forlanini’s method 
of artificial pneumothorax, has been 
found to give better results than had 
heretofore been obtained 

In ancient days there were specialists 
for each organ and, in fact, for each 
side of the body. These specialists were 
not at all concerned with the parts of 
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not need specialists but rather, broad 
minds sharpened to a point. It is of 
real importance for the surgeon to know 
something of everything and equally 
important that he know everything of 
something. The surgeon must have a 
knowledge of the fundamentals of medi- 
cine, of endocrinology, of neurology, of 
psychiatry, of the advent of new drugs 
and so forth, or he will find that his best 
surgical technic may be for naught in 
certain cases. He may call in as many 
specialists as there are days in the week, 
but in the end the responsibility is his. 
Through the years, the great endeavor 
has been to make surgery safe for the 
patient, but equally necessary is the task 


the body outside their special sphere. of making the patient safe for surgery, 

We have a tendency in that direction and the surgeon equipped to solve the ' 

. today. Some one has said that we do _ problem. . 
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Advances in the Operative Treatment of Cancer 
of the Large Bowel” 


W. WAYNE BABCOCK, M.D., F.A.CS., F.1.C.S.+ 
PHILADELPHIA, PENNSYLVANIA 


DVANCKS in the operative treat- 
A ment of carcinoma of the large 
intestine have resulted from bet- 
ter supportive measures used during the 
operative and postoperative periods; 
from new procedures to prevent or com- 
bat infection; and from changes in 
operative technic enabling a more radi- 
cal removal of the malignant areas with 
minimal functional impairment. With 
the use of spinal anesthesia associated 
with blood transfusions and nutrient 
infusions, especially during and follow- 
ing radical resection of the large bowel, 
I have seen no case of shock or collapse 
sufficient to prevent the completion of a 
needed radical operation. 

For spinal anesthesia, I prefer a mix- 
ture of 10 per cent procaine and 1 per 
cent pontocaine, but not exceeding 120 
mg. procaine or 15 mg. pontocaine, in- 
jected through the second or third lum- 
bar interspace. A cephalic elevation of 
the body of 10 degrees is maintained for 
ten minutes after the injection, after 
which a level or Trendelenburg inclina- 
tion is used. From the larger dose an 
anesthesia lasting from three to over 
four hours is usual. The spinal anes- 
thesia is given to a patient mildly nar- 
cotized and, if required, is supplemented 
by the very free (200 to 300 cc.) local 
use of 1 per cent procaine solution con- 


* Read at Tenth National Assembly, U. S. Chapter, 
Washington, D. C., Dec. 6, 7, 8, 1945. 

t From the Surgical Department of Temple Uni- 
versity School of Medicine, Philadelphia. 
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taining 1 minim of 1:1000 epinephrine 
to each 10 ce. 

Infections from operations upon the 
large bowel have been greatly reduced 
by the use of antibiotics and technical 
measures to limit contamination. A few 
surgeons have acquired such confidence 
in the use of sulfonamides with penicil- 
lin, that they even consider it quite safe 
to do open resections and anastomoses 
of the large bowel without drainage. 
The patient is prepared by laxative 
followed by succinylsulfathiazole or 
similar drug by mouth. A large dose 
of penicillin (100,000 units or more by 
vein or otherwise) is given at the com- 
pletion of the operation, followed by 
additional amounts intramuscularly at 
two or three hour intervals for six to 
eight days, and possibly additional sul- 
fones, locally or parenterally. Strepto- 
mycin especially, which has a rather low 
toxicity and complements the action of 
penicillin by suppressing the activities 
of gram negative bacteria (against which 
penicillin is largely ineffective), may 
prove a more valuable adjunct than the 
sulfonamides. By the use of such com- 
binations, certain operations that have 
been abandoned on account of septic 
complications, may be revived. 

Personally I use succinylsufathiazole 
for the three preoperative days, but no 
sulfone in the wound or peritoneum. 
Penicillin is administered if there is 
definite evidence of infection. 
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From a technical standpoint, opera- 
tive results have been improved by the 
greater use of aseptic methods of in- 
testinal resection and anastomosis. 
Thus, for nearly three years, I have 
used only a one stage, aseptic resection 
with end to end anastomosis for all 
carcinomas of the large bowel above the 
midrectum. Especially convenient is 
the Furniss or other modification of the 
Donati clamp. The two ends of the 
bowel to be united are shirred in apposi- 
tion on a single small pin, over which 
two rows of seroserous sutures are in- 
troduced. Of course, preliminary de- 
compressive procedures are required 
when the bowel is obstructed, and also 
exteriorization may be desirable to ter- 
minate quickly an operation for ad- 
vanced carcinoma in order to limit a 
septic contamination of the peritoneum. 
Otherwise, we no longer use the Paul- 
Mikulicz operation, which is notorious 
for secondary malignant implants in the 


abdominal wall and adjacent structures 


and also, in my experience, has a higher 
operative mortality (12 per cent) than 


the more radical single stage, end to end 


resection. 

Westhues, Coller, Gilchrist, David and 
others have shown that the lymphatic 
spread of cancer of the rectum and 
sigmoid is lateral and cephalad, and that 
rarely does it extend 3 cm. or more 
below the growth. Thus, usually it is 
possible to save the terminal rectum 
and a functional anus, as 97 per cent of 
cancers of the large bowel do not involve 
these parts. Corroborating the patho- 
logical studies, in 204 proctosigmoid- 
ectomies in which the proximal end of 
the sigmoid has been pulled through the 
pelvic floor for a perineal opening or 
functional anus, while in some cases car- 
cinoma has recurred in the vaginal wall, 
prostate or pelvis, on the level or above 
the level of the original growth, I have 


CARCINOMA OF LARGE BOWEL 


180 


MAR.-APR. 
1946 


observed no tendency for carcinoma to 
be implanted below the level of the 
primary growth. 

‘Quite different is cancer of the anus, 
which may recur locally in the perineum 
and pelvic floor as well as in the medial 
inguinal lymph nodes. Thus, unless the 
cancer involves the anus or closely adja- 
cent rectum, it is unnecessary to remove 
the anus and surrounding pelvic floor, 
as is done in the Miles operation. 
Unfortunately, thousands of patients 
have had this unnecessarily mutilative 
operation. The older operations, in 
which a perineal colostomy was formed 
through a dorsal or perineal approach, 
had serious objections, including inade- 
quate removal of bowel and lymphatic- 
bearing mesentery. The position of the 
new opening against the resected 
sacrum, as in the Kraske operation, was 
unsatisfactory and the blood supply to 
the mobilized bowel was often inade- 
quate, so that the end of the bowel 
sloughed back into the pelvis. The 
earlier perineal or dorsal operations 
devised to retain a functional anus also 
gave poor results. Despite the removal 
of the coceyx and sections of the sacrum, 
the operations were insufficiently radical 
and were followed by serious complica- 
tions. The end to end anastomoses by 
the dorsal route very frequently broke 
down, with the formation of distressing 
and dangerous wound infections and 
fistulas. Pull-through operations, as 
that of Hochenegg, in which the lower 
segment of bowel was first inverted 
through the anus, denuded of mucosa 
and then replaced to form an outer 
sheath for the upper segment, which 
then was brought through and sutured 
about the anus; or operations in which 
the upper segment of bowel was brought 
through the denuded anus, as in the 
Whitehead procedure, also led to com- 
plications. These operations, or other 


= 
| 
( 
: 
| 


VOL. IX 
NO. 2 


operations in which the oral end of the 
resected bowel is sutured to the skin, are 
not advised. 

All patients with cancer of the large 
bowel, with or without metastasis, who 
are not in the terminal stage, I have, 
for a number of years, treated by radi- 
cal removal of the cancerous bowel. Of 
the last 300 patients admitted for car- 
cinoma of the bowel, 97 per cent have 
had radical resections. About 20 per 
cent of these had hepatic metastasis. 
About 13 per cent had malignant inva- 
sion of the small bowel, bladder, ureters, 
uterus, stomach, abdominal wall or other 
part. A permanent palliative colostomy 
was not used. The 3 per cent whose life 
expectancy was but a few weeks or 
months were given narcotics or the 
Dogliotti intradural injection of alcohol 
to relieve pain, and returned to their 
homes. Patients not in the terminal 
stage, but with metastases, usually im- 
prove greatly after the necrotic, bleed- 
ing and perhaps obstructive primary 
growth is removed, and often live in 
relative comfort from one to three or 
more years. One patient with metastatic 
nodules in the liver has lived nearly 
eight years. One with gelatinoid car- 
cinoma of the pelvic floor lived eighteen 
years after his primary operation. 

For cancer of the colon from the 
cecum to 11 em. above the anus, a single 
stage, wide resection with end to end 
anastomosis, using a modified Furniss 
clamp, is now employed. An inner 
seroserous continuous row of fine (00) 
catgut and an outer row of fine (87) 
stainless steel wire interrupted sutures, 
tied in a square knot, are used. Con- 
tinuous suction drainage of the peri- 
toneal cavity with double perforated 
tube drain (sump drain) of stainless 
steel or the rubber aspiration drain of 
Chaffin is continued until peritoneal 
exudate ceases (two to four days). 
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With left colon resections, a comple- 
mental temporary appendicostomy or 
cecostomy, made through a small stab 
wound, with a 16 F. catheter is used for 
the first week or ten days. For right 
colon resections, the bowel contents 
being liquid, ileostomy is considered 
unnecessary. 

For cancer of the rectum between 4 
and 11 em. above the anus, the bowel is 
liberated through an oblique, left in- 
guinal, muscle-splitting incision 3 em. 
above and parallel with the left inguinal 
ligament. The incision carried 
through the lateral edge of the rectus 
sheath, the inferior epigastric vessels 
divided and ligated, and the abdomen 
explored from the liver to the pelvis. 
The small intestines are walled off from 
the pelvis and lower abdomen by moist 
saline pads. The sigmoid is retracted 
to the right and its left lateral leaflet 
divided about 3 cm. from the bowel, 
exposing the left ovarian or spermatic 
veins, which are divided and ligated. 
Deep to these vessels and attached to 
the peritoneum, the left ureter, recog- 
nized by its surrounding plexus of fine 
vessels and its trombone-like peristaltic 
movement on irritation, is located and 
gently separated from the overlying 
peritoneum to the depths of the pelvis 
The hand is then introduced under the 
peritoneum, the sigmoid and the broad 
right peritoneal leaflet, are elevated 
from underlying structures the 
peritoneum divided parallel with and 
about 2 em. medial to the right ureter, 
usually easily recognized through the 
overlying peritoneum. More medial and 
attached to the elevated peritoneum, is 
the cord of blood vessels and adjacent 
lymphatics, the inferior mesenteric 
above and the superior hemorrhoidal 
vessels below. With the finger under 
the elevated peritoneum, the chain of 
lymph nodes accompanying the vessels 
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is palpated, and the vascular bundle 
clamped, divided and doubly ligated, if 
possible, above any enlarged nodes, and 
usually with the first and second 
sigmoid branch. This is higher than in 
the Miles operation, and often on a level 
with the third or fourth lumbar ver- 
tebra. The peritoneal divisions lateral 
to the bowel are united in the pelvis 
across the reflection between the uterus 
and rectum, or, in the male, the bladder 
and rectum. The hand is now introduced 
between the rectum and sacrum, and 
the bowel freed posteriorly. With long 
scissors the lower rectal stalks contain- 
ing the middle hemorrhoidal vessels 
are divided on each side, these vessels 
rarely requiring ligation. Anteriorly the 
rectum is separated from the seminal 
vesicles and prostate, or, in the female, 
from the upper vagina. With a warm 
pad temporarily on the pelvis, the meso- 
sigmoid is carefully divided from its 
point of ligation to the sigmoid, and 
parallel with and usually between the 
first and second sigmoid arteries. By 
a high ligation and division of vessels, 
not only are the tributary lymphatics 
more widely resected, but the curve of 
the sigmoid can be straightened better 
without damage to the vascular arcades, 
so that there is sufficient viable bowel to 
reach through the perineum. Adjacent 
to the line of division of the mesosig- 
moid, the vascularity of the bowel is 
carefully tested by dividing the vessels 
on the surface of the sigmoid until a 
line of free arterial bleeding is found. 
Above this there should be at least 
12 em. of sigmoid, so freed as to extend 
below the promontory of the sacrum. If 
necessary, more of the lateral peritoneal 
leaflet of the descending colon is divided 
and this portion of the colon displaced 
to a lower position. 

A tape of folded soft gauze 4 em. wide 
and 100 em. long is now tied about the 
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sigmoid at its zone of denudation and 
the ends packed against the floor of the 
pelvis, the liberated rectosigmoid placed 
upon it, and the omentum, if free, pulled 
over the small intestine. Should the gall- 
bladder contain stones, a transverse in- 
cision 3 or 4 em. long is made over it, 
and, guided by the underlying hand in 
the abdomen, the dome of the gallblad- 
der is grasped by forceps and pulled 
through the incision. The pelvis is not 
peritonealized. 

A sump drain 8 to 10 mm. thick is 
introduced to the floor of the pelvis 
through the lower incision or an adja- 
cent stab wound, and connected with a 
suction apparatus. The wound is closed 
with two deep rows of interrupted 30 
gage stainless steel wire and the skin 
and superficial fascia with interrupted 
35 and continuous 38 wire. The mobilized 
gallbladder is then opened, the stones 
removed and a drainage tube tied in. 

The patient having been placed in 
the lithotomy position, the rectum is 
cleansed and thoroughly packed with 
gauze wet with 3.5 per cent tincture of 
iodine. Surrounding structures are 
carefully asepticized and a midline pos- 
terior incision made through the pos- 
terior border of the anus, underlying 
sphincters and pelvic floor to the right 
side of the coccyx. A finger is intro- 
duced in the midline between the halves 
of the levator anii, which are elevated 
by the finger and divided just lateral 
to the finger, while the rectum is divided 
step by step, beginning posteriorly just 
above the sphincters, and the upper 
edges grasped by hemostat after hemo- 
stat until the entire circumference of the 
rectum has been divided. A slight addi- 
tional separation from the urethra and 
prostate, or posterior vaginal wall, and 
the rectum is liberated and withdrawn, 
with the lower sigmoid, through the split 
anus, with the attached tape. The pelvis 
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is wiped dry, and the levators anii and 
other divided structures united loosely 
about the sigmoid by interrupted layer 
sutures of 32 alloy steel wire for the 
deep layers and interrupted sutures of 
35 wire for the skin. Unless the finger 
can be introduced easily between the 
bowel and united structures, the bowel 
may be strangulated by the later 
swelling. 

By measurement, the pelvic floor 
built up about the withdrawn sigmoid, 
should be about 7 cm. in depth. No 
sutures are introduced between the 
bowel and surrounding structures or 
skin, and to avoid infection no catgut 
but only stainless steel sutures and liga- 
tures should be used in this wound with 
this technic. Thus far there has been 
no destructive infection or fistula in the 
perineal wound—-and with the retained 
anal canal and the deep muscular en- 
casement of the withdrawn sigmoid the 
danger of the transplanted bowel 


sloughing back into the pelvis is much 
reduced. 

Dressings are applied around the 
withdrawn bowel, the rectosigmoid cut 
away about 10 em. beyond the perineum 
and a 26 or 28 F. rubber rectal tube 


introduced and tied in the bowel. Thus 
the wound is not contaminated by early 
fecal discharges. About the sixth post- 
operative day, the protruding bowel 
under and beyond the ligature sloughs 
off, permitting the rectal tube to slip 
out. Between the seventh and tenth 
days, the perineal wound having healed, 
the protruding bowel is removed, with- 
out anesthetic, by wire tonsil snare or 
clamp and cautery about 1 em. below the 
anus. The protruding sigmoid then re- 
tracts so that later the narrow cicatricial 
junction between the anus and sigmoid 
lies just above the sphincters. The sump 
drain is to be removed between the 
second and fourth day or whenever the 
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free drainage of blood and serum has 
ceased. The patient usually is dis- 
charged about the fourteenth day, with 
directions to take a light saline laxative 
every second to fifth day and to use a 
low residue diet. 

A month later the external anus 
closely resembles the normal. Voluntary 
contraction of the sphincters and leva- 
tors are produced at will. Most patients 
sense a warning of approaching defeca- 
tion. Should there be any tendency to 
contraction at the line of anastomosis, 
test tubes are supplied, to be lubricated 
and inserted daily until an adequate- 
sized opening has been established. If 
the opening through the anastomosis is 
too small, incomplete evacuations with 
frequent soiling will occur. 

The anus having been healed for six 
weeks, enemas every second to sixth day 
may safely be substituted for laxatives 
by mouth. Most of the patients after 
this operation can go without a protec- 
tive pad except during an attack of 
watery diarrhea or immediately after 
the use of an enema. Impotence is not 
as common as after the Miles operation. 

Abdominoperineal Proctosigmoidec- 
tomy, with removal of the anus, and 
permeal colostomy. For carcinoma of 
the anus, or rectum within 4 em. of the 
anus, excision of the anus, pelvic floor 
and lower rectum is indicated. The 
abdominal phase of the operation may 
be carried out as previously described. 
For the perineal part, the lower rectum 
is packed with gauze wet with 3.5 per 
cent tincture of iodine, and the anus 
closed by a strong purse-string suture. 
An elliptical incision is made about the 
anus through the skin and pelvic floor 
wide of the malignant invasion, com- 
pleting the liberation of the rectosig- 
moid, which is withdrawn. As the deep 
perineal muscles have largely been re- 
moved, there is insufficient pelvic tissue 
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left to form a supporting pelvic floor. 
If the skin is united around the with- 
drawn bowel, even though a pelvic dia- 
phragm of peritoneum also is formed, 
the thin skin and peritoneum occasion- 
ally will stretch during the ensuing 
months, as after the Miles operation, 
forming a perineal hernia containing 
largely coils of small intestine. This 
may be prevented in large measure by 
forming a deep, narrow cleft between 
the buttocks, in the depths of which 
lies the sigmoidostomy opening. To 
accomplish this, the skin and subcuta- 
neous fascia from the medial sides of 
the buttocks are dissected from the 
underlying gluteus maximus, and_ the 
thick skin and fatty edges on each side 
sutured to the tough, fibrous tissue over 
the medial sides of the ischium, ramii 
of the pubis. and coccyx, with inter- 
rupted sutures of 30 and 32 stainless 
steel wire, the-ends being left long to 
facilitate later removal. Dressings are 
applied and the protruding sigmoid cut 
away, leaving a sufficiently long portion 
of sigmoid to protrude beyond the but- 
tocks, into which a rectal tube is tied 
to divert fecal discharges from the 
wound, 

At the end of eight or ten days the 
protruding bowel is amputated by a 
heavy tonsil snare, without anesthesia, 
leaving about 1 em. protruding beyond 
the skin. 

A similar operation may be used to 
transplant the abdominal colostomy and 
to correct a perineal hernia developing 
after a Miles or other operation which 
resects the pelvic floor. 

A second method I have used is to 
tunnel under the skin and fat of the 
buttock and form a colostomy opening 
through the mobilized skin of the but- 
tock, a procedure which may be used to 
prevent the prolapse of bowel through 
the new opening. 
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Some surgeons, while professing com- 
plete satisfaction and esteem for ab- 
dominal colostomy and while showing no 
contrition or remorse for their needless 
destruction of many healthy sphincters 
anii, anathematize a perineal colostomy. 
Evidently they have never taken pains 
to make the perineal colostomy better 
than that of Kraske or to give patients 
with the perineal opening post- 
operative lessons in management they 
have found necessary for the abdominal 
opening. 

For comfort and cleanliness, the peri- 
neal opening should be large and unob- 
structed so that the entire colon may 
be emptied rapidly and completely by a 
quickly acting saline laxative (usually 
taken on arising) or an enema. Usually 
this is followed by an interval which 
may last several days before the colon 
again fills to the point of overflowing, 
when the laxative should be repeated. 
There is a small percentage of patients 
—ahbout 5 per cent—who, with a perineal 
colostomy, sense impending defecation 
and are able to go about without pad 
or other protection or the need of empty- 
ing the colon at regular intervals by 
enema or quickly acting laxative. In 
the series of operations in which 
I have transplanted a colostomy left 
after a Miles or other operation, the 
patients have reported that the perineal 
opening is more manageable and con- 
venient, the need of attention less fre- 
quent, and the escape of offensive gas 
on bending over or other movement 
less marked than with the abdominal 
opening. 

The abdominal part of the abdomino- 
perineal operation differs in a number 
of ways from the Miles operation. The 
muscle-splitting, oblique incision in the 
lower left abdominal quadrant, in the 
line of skin cleavage, affords good 
access, better enables the uninvolved in- 
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Total Operations for Cancer of the Large Bowel without Permanent Abdominal 
Perineal proctosigmoidectomies with perineal colostomy...............00.0005 65 
Radical resections with end to end anastomosis eee . 152 
Percentage having radical operation, with metastasis to liver, about................ 20% 


Table II 


OPERABILITY, Type OF OPERATION AND Morvauity 100 Consecutive RECENT PATIENTS 


No. Hospital 

Patients Deaths 
Too far advanced for radical or palliative operation.................. 2 1 
Total patients having radical 98 4 

1. One stage abdominoperineal proctosigmoidectomy without 

2, One stage resection with primary end to end anastomosis. . 51 2 


Of the 98 patients having radical resection, 18 had metastasis to liver; 13 had an associ- 
ated resection of bladder (3), vagina (3), ureter (2), stomach (1), or a hysterectomy (4). 


The end to end resections included 16 of the rectum, 23 of the sigmoid or descending colon, 


13 of right colon to splenic flexure. 


One of the 2 deaths was due te coronary occlusion 


five hours after operation, in a man of 70. The second occurred in a woman with extensive 
metastasis to the liver, from leakage from an anastomosis close to the pelvic floor. 


Of the 2 deaths from abdominoperineal pull-through operations, one occurred in a man of 70 
eleven days after resection of one-half of bladder, 15 em. of ureter, and the rectosigmoid, 
for ineradicable disease. In the second, a woman of 60, obstructed for five days, during procto- 
sigmoidectomy and panhysterectomy the sigmoid clamp slipped off, flooding the abdomen 


and _ pelvis. 


testine to be retained out of the opera- 
tive field by gauze pads, and rarely leads 
to a postoperative hernia. Instead of 
ligating the mesosigmoid at the level of 
the sacral promontory, the inferior mes- 
enteric and first sigmoid are ligated on 
the level of the fourth or third lumbar 
vertebra, thus more widely removing 
mesosigmoid lymphatics as well as 


enabling the curve of the sigmoid to be 
straightened with less interference with 
the circulation in the vascular loops. 


The mesosigmoid is divided wide of the 
bowel, and as no pelvic diaphragm is 
formed, the tendency to conserve peri- 
toneum for this purpose need not be 
considered. The dangers from denuding 
the pelvis of peritoneum have been much 
over-rated, and those who form a pelvic 
diaphragm apparently fail to realize 
that catgut used for sutures is as capa- 
ble of producing dense intestinal adhe- 
sions as a surface denuded of peri- 
toneum. In the last 100 consecutive 
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abdominoperineal resections without 
peritonealization of the pelvis, there 
have been no instances of ileus from 
pelvic adhesions requiring operation. 

The operation also differs from the 
telescopic operations of Hochenegg and 
similar dorsal procedures, in that the 
rectosigmoid is not liberated, resected 
or sutured through a dorsosacral inci- 
sion or the perineum. No suture anasto- 
mosis or attachment of the bowel to 
the skin is made. The anal mucosa 
is not removed or detached from the 
sphincters. The anus is not divulsed, but 
the sphincters are divided posteriorly, 
preventing constriction and necrosis of 
the contained bowel. The dorsal inci- 
sion is closed in layers with the deep 
pelvic muscles forming a very thick 
pelvic floor, and as it is not drained 
through the perineum this source of 
delayed healing and infection is ex- 
cluded. A _ section of sigmoid is left 
protruding through the dressing, with 
a tied-in rectal tube preventing fecal 
contamination of the wound during the 
healing period. The bowel is not entered 
during the abdominal phase of the opera- 
tion and the cancerous portion is cut 
away only after all wounds are closed 
and dressings have been applied. The 
rectosigmoid is liberated through an 
abdominal incision, enabling tested vas- 
cular sigmoid to be brought through the 
anus. Infection from the mucous lining 
of the bowel is prevented by packing 
with gauze impregnated with tincture 
of iodine, one of the few antiseptics that 
harden the mucous membranes and 
arrest mucous secretion. 


SUMMARY 


Technics without permanent colos- 
tomy, used by the author in the radical 
operative treatment of over 550 early 
or advanced cancers of the large bowel, 
upon patients from 24 to 87 years of age, 
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are described. By substituting radical 
resection for palliative colostomy, the 
rate of operability has increased to 97 
per cent, and patients with ineradicable 
malignant extensions have had a more 
prolonged and comfortable existence 
than would have been possible from a 
colostomy. The 3 per cent refused oper- 
ation represent patients in the terminal 
stage, best treated by nerve blocking, 
sedatives and a selected, low residue 
diet. Radium or x-ray rarely are used. 
About 20 per cent of patients treated 
by radical operation, have had early or 
advanced metastatic carcinoma in the 
liver, and about 13 per cent have had 
extension to the uterus, bladder, ureters, 
prostate, small intestine, stomach or 
other part. After removal of the pri- 
mary growth, many patients with resid- 
ual irremovable metastases have lived 
for two or more years without special 
treatment. 

The infrequency of anal carcinoma 
and the tendency of rectal carcinoma 
to spread laterally and upward rather 
than downward has enabled the preser- 
vation of functional sphincters in most 
rectal carcinomas. The author’s pull- 
through operation for lower rectal car- 
cinoma, with reconstruction of the pelvic 
floor and retention of mucous membrane- 
covered functional sphincters has given 
a restoration approaching the normal. 
Wide resection with aseptic, end to end 
anastomosis is used for nearly all car- 
cinomas of the large bowel situated 
above the midrectum, with a lower mor- 
tality and morbidity than from the Paul- 
Mikulicz or other stage operations. 
Transplantation of carcinoma to the 
anus and pelvic floor from the pull- 
through operation has not been observed. 

From over 40 patients who have had 
an abdominal colostomy, left from a 
Miles or other operation, closed or 
transplanted to the perineum, it is evi- 
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dent that a properly formed perineal 
colostomy is preferable to the abdominal 
opening. 

RESUME 


La technique sans colostomie per- 
manente fut employée par |’auteur dans 
550 cas est décrite. I] substitue la 
résection radicale a la colostomie pallia- 
tive, et aussi l’opérabilité est augmentée 
de 97% ; une existence prolongée et con- 
fortable est obtenue dans les cas ot les 
extensions sont inéradicables. Le traite- 
ment par le radium et par les rayons X 
est rarement employé. Le carcinome 
anal étant d’une rare fréquencie, et la 
tendance du carcinéme rectal de s’éten- 
dre lateralement permettent dans la 
majorité des cas ol préserver la fone- 
tion perinéale est préférable a |’ouver- 
ture, abdominale cela est confirmé par 
l’expérience de vingt malades qui furent 
soumis aux deus opérations. 


RESUMEN 


Se deseriben aqui los metodos opera- 
torios sin colostomia permanente em- 
pleados por el autor en mas de 550 casos 
de cancer del intestino grueso, tanto en 
la fase precoz como en la avanzada. 
Mediante la sustitucién de la reseccién 
radical por una colostomia paliativa se 
ha aumentado la cifra media de opera- 
bilidad a un 97%; obteniéndose una exi 
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tencia prolongada y confortable para 
aquellos con extensas lasiones de im- 
posible eliminacién. Rara vez se emplea 
la terapéutica con radio o con rayos-X. 

La poca frecuencia de carcinomas del 
canal anal y la tendencia de los earci- 
nomas rectales a extenderse lateral- 
mente o hacia arriba, ha permitido la 
conservacion de esfinteres funcionales 
en la mayoria de los easos. De las 
experiencias con mas de 20 pacientes a 
los que se hizo primero una colostomia 
y luego se transplant6 al perineo, se 
deduce que es preferible una colostomia 
perineal bien formada a la apertura 
abdominal. 


OnucaHa onepauuA aBTopa 6e3 mepMma- 
HeHTHOH KOJIOCTOMHH, MIpHMeHeHHas B 5500 
CTaporo paka 6OJIbUIOH KHUIKH. 
IIpumMenenve pe3eKIHH BMe- 
CTO KO.IOCTOMHH 
onmepaTHBHOCTb 97% yAJIMHeEHHe 
*KH3HH, KOM@OpT C He- 
yaMMbIM paka. Peut- 
reHotepanvaA ynotTpeOmeHa peKo. 
PexKOCTb paka anus’a HaKJOHHOCTD IIps- 
TepaJIbHO H BBepX BO3MOXKHOCTH CO- 
XpaHHTb B OOJIbIIIMHCTBe (pyHK- 
C(pHHKTep. Hay 
OOJbHbIMH, Hay, KOTOPbIMH ObI- 
CTOMHA, a 3aTeM TlepecayKa B MpOMex- 
HOCTb, JOKa3bIBal0T, YTO C(pop- 
MHPOBaHHadA KOJOCTOMHA 
ayulle, OproulHoe OTBepcTHe. 


MASS RADIOGRAPHY * 


ITS EVALUATION AS A CONTRIBUTION TO PREVENTIVE MEDICINE, 
PARTICULARLY AS REGARDS TUBERCULOSIS 


JAMES F. BRAILSFORD, M.D., Px.D., F.R.C.P., F.LC.S. 


The incidence of tuberculosis is steadily 
declining with the steady improvement in the 
conditions of life. The provision of better 
housing, living and working conditions, 
health education and improved medical 
practise will materially contribute to its 
eradication. The medical practitioner should 
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be given every facility to have his patients 
investigated by competent authorities inelud- 
ing those in skin reactions, sputum examina- 


* Being a summary of a paper given at a Joint 
Clinical Conference of the British Medical Students’ 
Association, July 10, 1945. 

(Continued on page 242) 


he 
| 
ie 


Surgery of the Stomach and Duodenum at a 
Naval Hospital 


G. A. STEVENS, M.D., F.A.C.S., F.I.C.S. 
COMMANDER, (MC) USNR 


H. P. SLOAN, M.D. 
COMMANDER, (MC) USNR 


URING six months in which the 
D average daily patient census 
‘ranged from 1,500 to 2,000 in 
this Navy hospital, there were 91 admis- 
sion for lesions of the stomach or duo- 
denum. All but two (89) were peptic 
ulcers. Seventy-one of these were duo- 
denal ulcers and eighteen gastric ulcers. 
Twelve patients (18 per cent) came to 
surgery. 

Ten patients were operated for duo- 
denal uleer. The indications for opera- 
tion were, in the order of frequency, 
repeated massive hemorrhage (4), ob- 
struction (3) and intractability (1). In 
none of the cases was there perforation 
of the duodenum. Two cases had per- 
sistent symptoms and roentgenographic 
findings of duodenal .uleer with high- 
lying, improperly made, gastroenter- 
ostomies. One patient at surgery was 
found to have a gastric uleer, together 
with an obstructing duodenal ulcer. 
Two cases of marginal uleer with per- 
sistent duodenal ulcers are included as 
duodenal uleers. One patient (Case 3) 
had had a gastroileostomy performed 
elsewhere, inadvertently. 

Two cases underwent operative pro- 
cedures for reasons other than duo- 
denal uleer. In one, a duodenal diver- 
ticulum was resected, and in the other 


This article has been released for publication by 
the Division of Publications of the Bureau of Medi- 
cine and Surgery of the U. S. Navy. The opinions 
and views set forth in this article are those of the 
writer and are not to be considered as reflecting the 
policies of the Navy Department. 
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a perforated marginal ulcer was closed. 
These two cases seem of sufficient in- 
terest to warrant detailed description. 


Case 1: A 33 year old fireman was ad- 
mitted to the hospital May 25, 1945, with a 
diagnosis of duodenal ulcer for medical ob- 
servation. He complained of epigastric pain 
after eating. A roentgenogram showed a 
small diverticulum of the duodenum (fig. 1). 
Because a diverticulum of this size is believed 
rarely to produce symptoms, medical treat- 
ment was instituted and the patient kept 
under close observation. The symptoms were 
not relieved. At the patient’s request, 
surgical exploration was made July 11. The 
duodenum was opened longitudinally and a 
diverticulum about two centimeters deep was 
found adjacent to the accessory pancreatic 
duct. The diverticulum was inverted and 
excised. The incision in the duodenum was 
closed transversly. Pathologie examination 
revealed ulceration of the base of the diver- 
ticulum, with polymorphonuclear and round 
cell infiltration. Convalescence was unevent- 
ful. The symptoms referable to the diver- 
ticulum were relieved completely and have 
not recurred. 


Case 2: A 25 year old aviation machinist 
mate was admitted to the hospital, June 27, 
1945, with acute abdominal pain. Fourteen 
months earlier a gastroenterostomy had been 
done for duodenal ulcer in another naval 
hospital. At the time of admission, exami- 
nation revealed a markedly undernourished 
individual with generalized abdominal ten- 
derness on rebound and pressure. There was 
some rigidity. The symptoms were most 
severe in the left, upper quadrant of the 
abdomen and in the left flank. The white 
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blood cell count was 10,450, of which 72 per 
cent were polymorphonuclears. A roentegno- 
gram revealed air in the abdomen along the 
left flank. The psoas shadow on the left side 
could not be seen. ‘The diagnosis was 
‘‘nerforated gastrojejunal ulcer.’’ 

The perforation was closed surgically. A 
viable flap of omentum was secured over the 
suture line and the abdomen closed, with 
drainage. Convalescence was uneventful. 

About one month later the patient devel- 
oped cramping pain radiating from the epi- 
gastrium downward to the left of the 


.umbilicus. Because of the possibility of a 


second gastrojejunal perforation, definitive 
surgery was made on August 31. <A _ per- 
forated gastrojejunal ulcer was found, walled 
off and adherent to the parietal peritoneum. 
The gastroenterostomy was taken down and 
an anterior Polya-type gastric resection was 
made. Somewhat over one-half of the 
stomach was removed. At operation the pa- 
tient was found to have undergone previously 
a combination of three ill-advised surgical 
procedures, namely, (1) anterior gastro- 
enterostomy, (2) high gastroenterostomy and 
(3) gastroileostomy instead of gastrojeju- 
nostomy (fig. 2). The postoperative course 
was uncomplicated and the patient was 
returned to duty. 


DISCUSSION 


The most common lesion of this group 
for which surgery was performed, was 
duodenal ulcer. The most frequent in- 
dication was hemorrhage. Patients 
were not operated upon during active 
bleeding episodes and surgery was 
elected only in cases of repeated, 
massive hemorrhage. 

Obstruction ranked second as_ the 
causative factor requiring surgery. In 
one case (Case 11), the patient’s stom- 
ach had become huge from dilation pro- 
duced by almost complete obstruction, 
although he was only 19 years old. 

The patient (Case 9) with duodenal 
and gastric ulcers, admitted symptoms 
dating back 16 years. Marked symp- 
toms of obstruction developed about 
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three months before admission. The 
gastric uleer was on the lesser curva- 
ture of the stomach, near the pylorus, 
and was not suspected before surgery. 
In only one case was resection per- 
formed because of intractability after 
the patient had received a_ thorough 
trial of medical treatment without 
improvement. 


Fig. 1. Duodenal Diverticulum (Case 1.) 


It is possible that in the surgical 
treatment of duodenal ulcer, the pendu- 
lum has swung too far toward gastric 
resection. Experience has shown that 
gastroenterostomy is an excellent pro- 
cedure if done ouly when indicated. At 
present the authors perform gastro- 
enterostomy only when the patient 
shows signs of obstruction, has low 
gastric acids and is over 45 years of 
age. Since none of the patients whose 
cases are reported in this paper met 
these criteria, gastric resections were 
done in all cases. The mortality was 
mil and none has been discharged from 
the service. 

With one exception (Case 5), these 
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patients were ambulatory on the sev- 
enth or eighth postoperative day. Case 
5 received a blood transfusion, because 
of anemia only, on the fifth postopera- 
tive day. While receiving the blood, 
he developed a severe chill and a tem- 


High gastroileostomy with complete obstrue- 


Fig. 2. 
duodenal uleer. 


tion of the duodenum from old 
(Case 2.) 


perature of 108.2° This was fol- 
lowed by hemolytic jaundice. He is up 
and the jaundice is subsiding one month 
after its onset. In six cases (Cases 5 
through 10), stomach intubation was 
not required at any time following 
anterior Polya resections. In two cases, 
posterior Polya resections were made, 
following which continuous tube suction 
was required for two and three days, 
respectively, after operation. 

In the two eases in which the gastro- 
enterostomy was taken down and gas- 
tric resection was made, continuous 
suction was used as a routine measure 
for three days postoperatively. In one 
of these the posterior Polya procedure 
was employed. 
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The two patients on whom gastro- 
enterostomies had been improperly 
performed elsewhere constitute, in 
themselves, a plea. Excepting emer- 
gencies, cases requiring gastric or duo- 
denal surgery should be transferred to 
hospitals where there are surgeons 
properly qualified in this field. In both 
of these cases, the anastomosis was 
made so high that the stomach could 
not empty adequately (figs. 2 and 8). 
In one, the ileum instead of the jejunum 
was connected to the stomach (fig. 2). 

The case of duodenal diverticulum is 
of interest because duodenal diverticula 
seldom cause symptoms. However, 
when they do, the essential symptom is 
usually pain after eating, probably ow- 
ing to retention of food in the diver- 
ticulum. Nearly all true duodenal 
diverticula are located in the region of 
the openings of the bile and pancreatic 
ducts. The case reported was found by 
eross and histopathologic examination 
to be a diverticulitis and was adjacent 
to the accessory duct. 


PRINCIPALS OF SURGICAL TREATMENT 


Surgical treatment of cases of duo- 
denal ulcer has been simplified as much 
as seems consistent with optimum re- 
sults. The general routine established 
has not precluded deviations when indi- 
cated in individual cases. 

Preoperative care. The patient who 
does not have an obstruction, is not 
anemic and has been receiving a reason- 
ably well-balanced diet requires no 
special preoperative care. 

In eases of obstruction, preparation 
for surgery includes gastric lavage 
twice daily until the amount of stomach 
contents aspirated each morning before 
eating is negligible. Feedings consist 
of low-residue, high-carbohydrate, 
high-protein diet supplemented with 
ascorbic acid and thiamine. Five per 
cent glucose in normal saline solution 
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is administered intravenously if the 
obstruction prevents the patient from 
taking sufficient nourishment by mouth. 
The stomach contents are thoroughly 
aspirated before surgery. 

Patients whose losses of blood have 
produced anemia before surgery are 
given sufficient blood by transfusion to 
correct the anemia. 

Operative technic. In contradistine- 
tion to surgery of the colon, in which 
preoperative preparation is probably 
the most important single factor, 
minimal mortality in gastric surgery is 
largely dependent upon properly exe- 
cuted surgical technic. One important 
factor is the treatment of the duodenal 
stump. In our experience, it has 
seemed unnecessary to resect the ulcer 
itself. We no longer attempt this. 
Neither do we leave any of the pyloric 
portion of the stomach. Routinely, we 
now divide the duodenum just distal to 
the pyloric vein. <A_ running, fine 
chromic, intestinal suture is made over 
a small Payrs clamp. When the Payrs 
clamp is removed, the suture is secured. 
Frequently there is not available any 
seromuscular tissue on the posterior 
wall of the duodenum to suture, unless 
the duodenum is dissected from the 
head of the pancreas. In such instances 
the capsule of the pancreas is utilized 
in lieu of the posterior wall of the duo- 
denum and is sutured to the sero- 
muscular layer of the interior wall of 
the duodenum. The suture line is cov- 
ered with a piece of omentum whenever 
possible. With this technic, a second- 
stage operation removing the pylorus 
is unnecessary. When a Devine type 
of procedure is used in such eases, re- 
operation to remove the pylorus is 
usually necessary. 

Gastrojejunal anastomosis is made 
with two rows of running, fine chromic, 
intestinal sutures. The angles only are 
reinforced with interrupted sutures. A 
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third suture line is unnecessary. The 
suture material used should be limited 
to the amount which affords adequate 
approximation with minimum strangu- 
lation of tissue. Leakage has not 


occurred in cases operated upon by one 
of the authors (Stevens) since the 
foregoing procedures have been used 
in treatment of the duodenal stump and 
the gastrojejunal anastomosis. 

The technic obviously is time-saving. 
In eases in which only gastric resection 


Fig. 3. Result after gastroileostomy was taken 
down and gastric resection was made. (Same case 
as Fig. 2.) 


was employed, the total operating time 
varied from 55 minutes (Case 10) to 
120 minutes. (Case 12), averaging 84 
minutes. 

All cases are not suitable for the an- 
terior type of anastomosis, nor is it 
necessary to make posterior anastomo- 
ses in all cases. The conditions in the 
individual case must determine the pro- 
cedure to be followed. In the patient 
with a high-lying stomach, a short meso- 
colon and a relatively small greater 
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TABLE I 
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Free HCl 


Diverticulum 


Diverticulum 


Dilation 
Indication Operation Pre. Post. Proximal 
Case Sex Age Diagnosis for Surgery Operation Time Op. Op. Loop Result 
1 Male 33 #£Duodenal Pain Resection of One Hour Good 


Ulcer 


2 Male 25 Gastro-ileal Perforation Closure One Hour 
Perforation 


Good 
Five Min. 


3. Male 25 Duodenal Malfunction Take Down Two Hours’ 46 0 No Good 
Uleer-High G.E.-Ant. 30 Min. 
Gastro- Polya Gastric 
ileostomy Resection 

4 Female 34 Duodenal Malfunction Take Down Two Hours’ 38 0 No Good 
Uleer-High G.E. Post. 25 Min. 
Gastro- Polya Gastric 
jejuneostomy Resection 

5 Male 29 Duodenal Hemorrhage Ant. Polya One Hour 60 eae Brae Trans. 
Uleer Gastric Jaun- 

Resection 


6 Male 52 Duodenal Hemorrhage Ant. Polya One Hour 68 0 No Good 
Uleer Gastric 40 Min. 
Resection 


7 Male 21 Duodenal Hemorrhage 


Ant. Polya One Hour 53 0 No Good 
Uleer Gastric 25 Min. 
Resection 


Gastric Uleer Resection 


8 Male 29 Duodenal Hemorrhage Ant. Polya One Hour 36 0 No Good 
Uleer Gastric 40 Min. 
Resection 
9 Male 36 #£Duodenal Obstruction Ant. Polya One Hour 14 6 No Good 
Uleer Gastric Two Min. 


10 Female 27 Duodenal Obstruction 


Ant. Polya 55 Min. 32 8 No Good 
Uleer Gastric 
Resection 


11 Male 19 Duodenal Obstruction Post. Polya 
Uleer Gastric 30 Min. 
Resection 


One Hour 32 12 No Good 


12 Male 29 Duodenal Intracta- Post. Polya Two Hours’ 60 0 No Good 
bility Gastric 
Resection 


omentum, the anterior Polya procedure 
is the authors’ choice. Otherwise, and 
if the pepunal mesentery is so short that 
it causes undue tension on the jejunal 
loop, the posterior Polya procedure is 
selected. Following these criteria, seven 
anterior Polya and three posterior 
Polya resections were made. 

Until a few years ago, the authors 
routinely made the so-called isoperis- 
talic type of anastomosis in both the 
anterior and posterior Polya operations. 
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During that time, postoperative dilation 
of the proximal jejunal loop was rec- 
ognized in certain cases. Consequently, 
the method used at the Lahey Clinic has 
been adopted. This consists of a so- 
called antiperistalic type of anastomo- 
sis. The distal jejunal loop is placed at 
the lesser curvature of the stomach 
rather than at the greater curvature. 
Theoretically, this permits the flow of 
food along the lesser curvature of the 
stomach (Magenstrasse) to continue di- 
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rectly into the distal jejunal loop. It 
would seem that the main flow of food 
would require ‘‘regurgitation’’ from the 
proximal loop were it placed at the les- 
ser curvature. It therefore seems plaus- 
ible that this would produce dilatation 
of the proximal loop. Since the ‘‘anti- 
peristalic’’ anastomosis has been used 
routinely by the authors, not one in- 
stance of proximal loop dilatation has 
occurred. This fact has been confirmed 
by postoperative roentgenograms of 
every resection (fig. 3). 

Removal of more than one-half the 
stomach has been discontinued. While 
removal of less than one-half the stom- 
ach may result in undue occurrence of 
stoma ulcers, our experience indicates 
that resection of one-half of the stomach 
is adequate. There was a complete ab- 
sence of free hydrochloric acid in all but 
two of our cases two months after sur- 
gery. In these two cases, reductions of 
free hydrochloric acid from a maximum 
of 32 degrees to maxima of 8 and 12 
degrees, respectively, were obtained. 

Transfusions of 500 ec. of citrated 
whole blood were given routinely dur- 
ing every gastric resection, to prevent 
shock. With this measure, there has been 
little or no reaction incident to the sur- 
gical procedure. The importance of this 
adjunct cannot be overemphasized. 

Spinal anethesia supplemented by so- 
dium pentothal intravenously, was used 
with all of the cases. 

The importance of team work in sur- 
gery of this type should be mentioned. 
The cases reported in this series were 
all operated upon by the same surgeon, 
the same first assistant and the same 
operating room crew. The medical as- 
pects of the treatment of these patients 
were supervised by one of the authors 
(Danglade). 

Postoperative consideration. Contin- 
uous, Wangensteen suction is not em- 
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ployed routinely except following com- 
bined procedures and in cases in which 
the stomach wall is thickened and eda- 
matous from obstruction. The physi- 
cians and nurses helping to care for 
these patients postoperatively, are in- 
structed to watch for three symptoms, 
any one of which indicates beginning 
dilatation of the stomach. These are, 
hiccoughing, belching and an increase in 
the pulse rate disporportionate to tem- 
perature elevation. If one or more of 
these symptoms is noted, the stomach is 
immediately lavaged and the stomach 
tube removed. Usually no further intu- 
bation is necessary. If the patient is 
not carefully watched, however, and gas- 
tric dilatation occurs to a degree that 
produces vomiting, continuous suction 
usually will be required for two or three 
days. It is obvious that there is no 
substitute for close observation and de- 
tailed postoperative care. If this can- 
not be accomplished it is probably better 
to use continuous suction as a routine. 
This we have found to be entirely 
unnecessary. 

The patient is permitted one to two 
ounces of tap water by mouth every 
hour during the first and second posto- 
perative days. The fluid intake is sup- 
plemented by parenteral fluids as indi- 
cated. On the third postoperative day, 
small, frequent feedings are started. 
These are increased daily, both in qual- 
ity and quantity. The diet is augmented 
with ascorbic acid and thiamin. 

Routine measures to prevent vascular 
and pulmonary complications are em- 
ployed. These consist of deep breath- 
ing, bicycle exercises, frequent turning 
in bed and early ambulation. 


SUMMARY 


1. Six months’ experience in surgery 
of the stomach and duodenum at a naval 


hospital has been reviewed. 
(Continued on page 236) 
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Plastic Reconstruction of the Breast 
and Free Transplantation of the Nipple 


(Author’s One-stage Operation. 


Microscopic proof of survival of 


transplanted nipple.) 


MAX THOREK, M.D., F.I.C.S.* 
CHICAGO, ILLINOIS 


YPERTROPHY of the breasts 
H is not only an undesirable 

physical encumbrance from the 
esthetic point of view, but is a definite 
pathologic condition. It is responsible 
for a chain of clinical manifestations 
complained of by the patient, which may 
range from mild discomfort to great 
suffering. In the majority of instances, 
the excessive weight of the breasts 
causes dragging sensations, which the 
patient tries to relieve by suspension 
with brassiéres, the straps of which 
cause painful indentations pres- 
sure symptoms.  Perspiration fre- 
quently causes eczematous conditions 
under the breasts, particularly during 
hot weather. At times, psychic depres- 
sion is observed (figs. 1 and 2). 

Some consider hyperadiposity as a 
physiological condition, especially at 
certain periods of life, but as early as 
1910 Howard A. Kelly wrote,’ ‘‘To be 
a storehouse for useless adipose tissue 
and to carry this handicap around 
openly displayed wherever one goes, is 
one of the most distressing of life’s 
minor ailments.’’ Here the term 
‘‘minor’’ should be considered 
visedly; for, in many instances, as far 
as the patient is concerned, it very fre- 
quently becomes a ‘‘major’’ handicap. 

Psychic manifestations (depression, 
introspection, ete.), are quite often part 
of the symptom-complex and may, in 
certain instances, become quite trouble- 
some. Following proper reconstructive 
procedures, psychic and physical relief 
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often result and a more favorable out- 
look on life is generally noted. 

So-called ‘‘virginal hypertrophy,’’ un- 
equal breast development, or pendulous 
and hypertrophied breasts, call for 
surgical intervention, because the exces- 
sive weight frequently causes circula- 
tory disturbances and impeded lymph 
circulation, followed by a chain of com- 
plaints of greater or lesser severity. 
Valpeau, many years ago, spoke of this 
condition as ‘‘engorgement hyposta- 
tique,’’ and a multitude of operations 
have been described for its correction 
(figs. 3-9 inel.). 

Hypertrophies of the breast vary in 
extent. In some instances the breasts 
may reach below the umbilicus. (fig. 10). 
In fact, here, as in many cases, the body 
configuration may be normal, the abnor- 
mality being limited to the breasts. 
Kiittner reports a patient, an opera 
singer, who suffered from such enor- 
mous breasts that she was compelled to 
bandage them to the abdomen. This 
limited her respiratory excursion to 
such a degree that her voice lost in tone 
and volume. 

As to the functions of these patho- 
logically enlarged breasts, it is well 
known that such breasts are of little 
value as far as lactation is concerned. 
They are usually functionally inactive 
organs. It has been shown by many 
authors that women with hypertrophied 
breasts who have given birth to chil- 
dren, often find that they are unable to 
nurse them (Girard). Therefore, the 
impression that large breasts denote 
good function is not based on fact. 
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Microscopic sections of transplanted nipples showing the presence of nerves, muscles and milk 
ducts (see also microphotographs in monochrome in text). 


A. Nerve tissue. Mallory stain. High power magnification. Bundle of nerve tissue 
stained red running transversely across ficld. Tissue stained blue, represents fat. 

B. Muscle tissue. Van Gieson stain. High power magnification. Here the muscular 
tissue is stained yellow, but the nuclei appear brown. Brick stained tissue surrounding 
muscle represents connective tissue. 

C. Muscle and nerve. Masson stain. High power magnification, Were transversely 
running muscle bundles are seen stained a light green color. Structures as seen in cross 
section are nerves. On the left below the cross section of a nerve bundle, the cross section 
of a blood vessel is seen. 

D. Galactophorous duct. Van Gieson stain. To the beft a milk duet is seen in 
longitudinal section. Numerous blood vessels, capillaries and nerves, as well as connective 
tissue compose the rest of the field. 
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The causes for enlargement of the 
breasts are, (1) accumulation of fat, 
(2) insufficiency of the suspensory 
apparatus and (3) less frequently, 
hypertrophy of the glandular structure. 
Usually it is the excessive accumula- 
tion of adipose tissue which plays the 
predominant role. At other times, 
though much less often, the glandular 
elements predominate. Some authori- 
ties are of the opinion that the fat ac- 
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a prolapsed kidney calls for occa- 
sional suspension, so should pendulous 
breasts, when indicated, be suspended 
(mastopexy ). 

The ideal results one aims to accom- 
plish in plastic reconstruction of the 
breasts are: 


Fig. 1. Breast hypertrophy; patient complained of pulling sensation and symptoms from brassi¢re pressure. 


(Note arrows indicating impressions from straps.) Fig. 2. 


cumulated in hypertrophied breasts 
differs in composition from ordinary 
adipose tissue. Hypertrophy some- 
times occurs before menstruation sets 
in, but is more frequent after that pe- 
riod and may occur at any time. The 
endocrine glands play an important 
role in the causation of breast abnor- 
malities (figs. 11-19 inel.). 

While in the last half century French 
surgeons occasionally alluded to plastic 
procedures on the breasts, it was Girard 
who, in 1910, called specific attention to 
this type of reconstructive work. He 
compared pendulous breasts with float- 
ing kidneys, pointing out that just as 
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Same patient; side view. 


1. The newly re-formed breasts must 

be situated in their normal 

position. 

They must be able to function 

(endocrinologically ). 

3. They must have the form and size 
of the normal breast and no injury 
to the blood or lymph vessels must 


bo 


result. 

4. Scars must be as imconspicuous as 
possible. 

5. Both breasts should be sym- 
metrical. 


Reconstructive operations on pendu- 
lous breasts may be divided into four 
principal groups: 
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1. Suspension procedures aiming to 
support the breasts from the costal 
cartilage of the second or third rib, 
(Girard). 

. Transpositions of the nipple with 


bo 


Fig. 3. ‘‘Pancake breast’’; insufficiency of sus- 
pension apparatus. 


BREAST RECONSTRUCTION 


plastic reconstruction of the breast 
(one-stage operationof Thorek™*), 
It may be stated in passing that the 
term ‘‘plastic surgery’? has justly 
grown into disfavor with general sur- 
geons in many quarters because of its 
abuses by charlatans and by some sur- 
geons who lack knowledge or training 
in this type of work. Plastie recon- 
struction of the breast requires, beside 
a thorough knowledge of the anatomy 
and physiology of the structures con- 
cerned, a high degree of mastery of 
technical details. Figs.:20 and 21 show 
the results of attempted plastic surgery 
on the breasts by an inexperienced op- 
erator. Such cases are regrettable and 
often represent not only downright 
lack of surgical conscience, but bungling 
attempts bordering on the criminal. 
In the field of medicine and surgery, 
the ‘‘quack’’ has always been quick to 
seize the golden opportunity and has 
spread his bait very alluringly, offering 


Fig. 4. Example of marked hypertrophy of breasts causing physical distress. Fig. 5. Same patient; 
side view. 


remodeling of the breast tissue 
(Lotsch *-Kraske,* Axhausen* and 
others). 

3. Multiple stage procedures of 
which the Lexer *-Hollander, Jo- 
seph*® operations are examples. 

4. Transplantation of the nipple with 
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to remove a variety of defects, to 
straighten distorted members and gen- 
erally to substitute beauty for ugliness. 
No wonder that gullible Woman has 
laid the flattering unction to her soul 
and fallen into such fascinating snares, 
believing implicitly in these wonderful 
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cosmetics gods, who, in such wily ways, 
for a fee, promise to create a Venus out 
of a very Hecate or Medusa! The 
blatant advertising and even radio 
broadeasting of these unscrupulous cos- 
metic pirates, buceaneering under the 
title of plastic surgeons, have unfortu- 


MAX THOREK 


J. INTERNAT. 
COLL. SURG. 


gery following World War I, as well 
as in reparative work on individuals 
who, by reason of modern demands 
(avocations) and physical handicaps 
resulting from pathologie malforma- 
tions, have insisted that the well-trained 
surgeon afford them relief. 


Fig. 6. Marked degree of virginal hypertrophy of breast with ‘‘pancake’’ compressions in upper segment. 


nately drawn thousands of trusting 
women into their nets, only to despoil 
them of their last dollar, and, more 
often than not, leave them in a condi- 
tion of suffering and disfigurement far 
worse than their original state. 

However, it is refreshing to note that 
in many universities, chairs for the 
teaching of plastic surgery have been, 
or are being, established in order to 
wrest from the hands of imposters a 
branch of surgery in which special quali- 
fications are the sine qua non. 

The benefactions of this type of work 
have been manifested in the remarkable 
advances in plastic reconstructive sur- 


197 


In plastie reconstruction of the female 
breast, it is not sufficient to possess an 
accurate knowledge of anatomy and 
physiology alone; such knowledge must 
be backed up with thorough special 
surgical training. Also, it is essential 
that the surgeon engaged in this work 
possess a definite sense of innate ar- 
tistry, because this type of surgery rep- 
resents ‘‘surgical artistry’’ or ‘‘surgical 
sculpture,’’ if the terms may be per- 
mitted, of a very high order. 

When these patients are turned down 
by the surgeon who, because of a lack 
of understanding or training, assumes 
a laissez faire, laissez mourir attitude, 
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they often drift into the traps of the 
charlatan. The woman with marked 
hypertrophy of the breasts finds herself 
burdened with a physical, social and 
mental handicap. It is easy to under- 
stand how such a person, particularly 
if possessed of high esthetic sense, or 
forced into frequent business contacts 
or public appearances (business women, 
speakers, singers, artists, etc.), would 
suffer keenly, both physically and psy- 
chically, because of her affliction. The 
mental depression occasioned in such 
individuals often manifests itself in the 
form of a more or less marked inferi- 
ority complex, which frequently causes 
the victim to withdraw from social con- 


Fig. 7. Unequal breast development; surgical indi- 
cation: to be corrected by plastic procedure. 


tacts. I recall a patient who, by reason 
of brooding over her ponderous breasts, 
was committed to an asylum for the in- 
sane. The psychosis was relieved after 
successful reconstruction of the hyper- 
trophied breasts. 

In 1921,7 when I reported my first 
operation of plastic reconstruction of 
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the breast with transplantation of the 
nipple, in an address before the North 
Shore Branch of the Chicago Medical 
Society (and made it of published 
record in 1922*), I demonstrated for 


Fig. 8. Unequal breast development; surgical indi- 
cation: to be corrected Lotsch operation. 


the first time that it is possible com- 
pletely to disconnect the nipples and 
areolae from their subjacent beds, and 
successfully to transplant them to a new 
position on a remodelled breast. After 
resorting to and studying many pro- 
cedures, I have used the operation I 
devised for a quarter of a century, and 
it is now my operation of choice. I 
resort to it constantly with uniformly 
good results. 

Other recorded methods had _ been 
tried with a high percentage of unsat- 
isfactory results; in some cases, results 
so abominable as to have left an in- 
delible impression upon me. A _ poll 
among my patients shows plainly a 
preference for the simple, one stage re- 
section and reshaping of the breast, and 
free transplantation of the nipple, in- 
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stead of a multiple stage procedure with 
all the inconveniences and disappoint- 


ments pertaining thereto (loss of time, 
unesthetic results, complications, etc.). 


Fig. 9. Unequal breasts (endocrinopathy) ; surgical 
indication: to be corrected surgically. 


It is true that in some of the multiple 
stage operations the result may be a 
better appearing nipple. But the pa- 
tient very frequently emerges, into the 
bargain, with a misshapen breast (figs. 
22, 23). This is particularly true in 
markedly hypertrophied breasts. In my 
one-stage operation, the results are uni- 
formly well-formed breasts; the patients 
are pleased with the esthetic results, 
although the nipple is somewhat more 
flat than that resulting from multiple 
stage operations (figs. 24-35 inel.). In 
a large group of patients operated upon 
in the last twenty-five years, I have 
always asked whether they would prefer 
amore prominent nipple at the sacrifice 
of time, and with the risk of undesirable 
results in other respects (misshapen 
breasts, scarring, necrosis of the nip- 
ples, etc.), as seen in some cases. They 
invariably preferred the simpler pro- 
cedure with the more esthetic results, 
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rather than the multiple stage opera- 
tion with the many possible occasional 
complications and not infrequent trag- 
edies. There is, of course, a place for 
the Lotsch transposition operation? in 
a certain class of cases of minor degree 
of prolapsus and inequality of the 
breasts (figs. 36-40 inel.). 

My one stage operation has been ac- 
cepted throughout the civilized world; 
for many it has become the operation of 
choice. Dartigues of Paris’ *® was the 


Fig. 10. Marked pendulosity of breasts causing a 
variety of physical discomforts; surgical indication: 
to be corrected surgically by author’s operation. 


first surgeon on the Kuropean continent 
to adopt my method and popularize it 
there. 

Professor Axhausen, in 1926,* in dis- 
cussing various plastic operations on 
the breast, referred to my operation and 
questioned the fate of the nipple in free 
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transplantation. He said, ‘If this im- 
portant question could be answered in 
the affirmative, it would then certainly 
be better to resort to Thorek’s opera- 
tion than to court a possible necrosis of 
the nipple, should there occur a mishap 
by reason of a technical error in 
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leave no areas for hematomas to form, 
do unite with the underlying bed. With 


further clinical proof, [ am adding mi-— 


croscopic evidence (figs. 41-49 inel., and 
colorplate). 

Professor Maurice Oppenheim ft gra- 
ciously examined the microscopic slides 


Fig. 11. Virginal hypertrophy of breasts; note lobular tumor in upper left quadrant of left breast. 
Fig. 12. Same patient; side view. 


performing a Lotsch (transposition) 
operation.”’ 

Recently, I was challenged again, this 
time by Dr. Jaeques W. Maliniac," * 
who says, ‘‘It is impossible to trans- 
plant the nipple free by now available 
techniques.”’ 

My original statement regarding the 
success of reconstruction of the breast 
and transplantation of the nipple are 
amply confirmed by the operations re- 
corded in the last twenty-five years. 
Proof has been heaped upon proof that 
nipples properly transplanted, with raw 
surfaces closely approximated so as to 


*In the Am. J. Surg., September, 1944. 
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of the sections of transplanted nipples, 
and after meticulous study, has found 
histologic proof of epithelial, muscular, 
ductal, nervous and glandular tissues 
normally present in the nipple. These 
findings were corroborated by Dr. 
Walter Schiller.¢ 

These authorities report their find- 
ings as follows: ‘‘The epidermis was 
found to be normal, the basal cell layer 
highly pigmented. In the subpapillary 
layer, 


t Internationally noted dermatologist, formerly 
Professor of Dermatology at the University of 
Vienna. 

t Gynecologist, formerly of Vienna and now in 
the United States. 


there were connective tissue 


Fig 


ret 
ma 
sul 
nor 
lar 
tio 
son 


| | 
| 


VOL. IX 
NO. 2 


bundles, many enlarged blood vessels, 
particularly veins, without cellular infil- 
tration. In the reticular layer, the con- 
nective tissue bundles showed greater 
acidophilic proclivities than in the sub- 
papillary layer. also (in the 


reticular layer), there were no inflam- 
matory products observed. In_ the 
subcutaneous layer, there were many 
nonstriped muscular bundles, particu- 
larly running in a longitudinal diree- 
tion; some took a vertical course. In 
some places these muscle fibre bundles 
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were very marked. The blood vessels 
and nerve fibres were of normal histo- 
logic architecture. Some of the speci- 
mens showed galactophorous ducts, and 
in others sebaceous and sudoripherous 
glands were seen.”’ 


Fig. 13. Same patient as Figs. 11 and 12, in reclining position. Fig. 14. Gross appearance of tissue removed 
from patient in Figs. 11-13; note tumor in center of field. 


Prof. Antonio Prudente * of Buenos 
Aires, recently reported that regenera- 
tion of the lactoferous ducts and glandu- 


* Prudente, Antonio. Amputacaéo Plastica do Mama 
na Mastopatia Fibrosa Cronica Cistica—Regeneracio 
Glandular. Separata Dos Arquivos de Cirurgia 
Cliniea e Experimental. Vol. VI; ns. 2-3; Abril- 
Junho, 1942. 
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uar breast tissue has occurred in certain 
of his operative patients. He states: 
“‘T think that it is of utmost impor- 
tance to note certain observations made 
upon one of my patients who became 


pregnant shortly after the operation. 
During pregnancy, her physician ob- 
served colostrum coming from the 
transplanted nipple. After delivery, 
about 30 grams of milk came from the 
nipple each day.’’ (italics mine). 
‘“‘There was enlargement of the new 
breast which could be the more readily 
appreciated through pictures sent me 
by the husband. In the beginning, I 
thought this impossible, but after medi- 
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tating upon the question and listening 
to the opinion of Prof. Carmo Lordy, 
a noted embryologist, I came to the 
conclusion that I was confronted with 
true glandular regeneration. In the case 


“« 


structure and 
very distinct, 


in question, this regeneration was pos- 
sible because of the transplantation of 
the nipple reéstablishing communication 
with the lactoferous canals. (italics 
mine). 

‘‘Now since the cells lining the ducts 
are the same as those in the embryo, 
they have the power to form new glandu- 
lar acini. Therefore, due to the excess 
of foliculin existing in the circulation 
of a pregnant woman, it seems possible 


- Fig. 15. Virginal hypertrophy of breast; marked lobular development of glandular 
proliferation of interlobular connective tissue. Fig. 16. Same as_ preceding; lobules k 
proliferation of interlobular connective tissue marked and very cellular (X80). tric 
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that a similar phenomenon can be ob- 
served here to that which occurs in 
embryonic life. 

**Convinced of the possibility of re- 
generation of the mammary glands, I 


Fig. 
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on a patient previously operated on 
my service in 1940. The biopsy was 
done one year later. Biopsy mate- 
rial was removed from a_ cherry- 
sized nodule which had formed beneath 


Fig. 18. Shows one lobule, 


consisting of distended duct; inter- and intralobular connective tissues very cellular (X80). 


tried to obtain histologic proof of this 
fact. It was not possible for me to 
persuade this patient to submit to bi- 
opsy. However, in two other cases, I 
had the opportunity to find pregnancy 
and could observe that below the trans- 
plantation of the nipple, there was 
forming a small, hard node, not fatty 
in character but of the consistancy of 
glandular tissue. 

‘*So, in view of the possibility of be- 
ginning regeneration of the mammary 
gland in all these cases, I did a biopsy 
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the transplanted nipple. The tissue 
was removed to a depth of 1 em., and 
was examined by Prof. Carlo Foa of 
the Experimental Pathologic Faculty of 
Medicine of SAo Paulo; the report was 
that there existed a true proliferation 
of new ducts, as seen in the ap- 
pended microphotograph’’ (italics mine) 
(fig. 65). 

‘‘At this time, glandular regeneration 
acquires great biologic importance, 
especially from the functional stand- 
point. There is also a notable advan- 
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tage, from the esthetic point of view, 
due to the slight increase in volume of 
the new breast; this causes the nipple 
to stand out in a much more normal 
manner.’’ 

In the conclusions to his report, Prof. 
Prudente adds: 


Fig. 19. Showing two acini lined by cuboid epithelium; vesicular nuclei of intralobular connective tissue 
clearly visible. 


‘‘When the terminal portions of the 
lactoferous canals are transplanted with 
the areola, the cells, having embryologic 
characteristics, have power to regener- 
ate the glandular acini, which may be 
observed as regeneration of the mam- 
mary gland tissue; this being more pro- 
nounced in the presence of a pregnancy 
following the operation. 

‘‘Glandular regeneration, which 
important even by itself, from the bio- 
logic standpoint, is even more useful 
from an esthetic standpoint, because the 
new glandular tissue serves as a support 
for the areolar mammary region.’’ 

Clinically, the presence of nerve and 
muscular elements is demonstrated by 
erection of the nipples. William Milton 
Adams,'* who has also adopted my 
method, offers ‘‘additional proof that 
free transplantation of the nipples can 
be performed,’’ and observes: ‘‘There 
was a definite erection of the nipples 
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result from the contraction of the 
smooth muscle grafted with the nipple.’’ 
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which could only 


Too much has been made of the point 


as to whether the ducts are preserved 
in the transplanted nipple. While the 
microscopic studies here presented show 


ductal elements present, I wish to ask 
what importance can be attached to the 
preservation of ducts in breasts no 
longer functioning. The patient with 
pendulous, hypertrophied breasts is 
seeking relief from an embarrassing 
abnormality, an unbearable burden, a 
handicap in business and _ professional 
work. The prime object of the surgeon 
ean therefore hardly be to preserve 
function in a breast of little lacto- 
phorous value. 

Physiologic, anatomic and pathologic 
findings in point. While abnormal en- 
largement of the breasts may begin 
earlier, in the great majority of cases 
it occurs with the onset of menstruation 
(Geschickter™ *° *1). Indicating the im- 
portance of the hormonal stimuli, the 
marked overdevelopment of the mam- 
mary gland occurs, bilaterally or uni- 
laterally, during adolescence or during 
pregnancy. In diffuse virginal hyper- 
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phies of the breast may take place at 
other times, to be sure, but a relation- 
ship to the endocrine and genital factors 
is evidenced in some way. For example, 
Kiister says hypertrophy may occur 


Fig. 20. Unfortunate results of attempt by inexpe- Fig. 21. Same patient as preceding showing oppo- 

rienced operator to do plastic operation on breast; site breast. Note total necrosis of nipple, sloughing 

note necrosis of breast tissue and transposed and infection in lower segment of breast. (From 

nipple in axilla. (From Thorek’s Plastic Surgery Thorek’s Plastic Surgery of the Breast and Anterior 

of the Breast and Anterior Abdominal Wall, courtesy Abdominal Wall, courtesy of Charles C. Thomas.) 
of Charles C. Thomas.) 


Fig. 22. Undesirable results of multiple stage operation for pendulous breasts; such cases are to be 
considered failures because of unesthetic appearance of breasts, conspicuous scarring and asymmetry. 
Fig. 23. Same patient; side view. 


trophy, occurring in adolescence, the following irradiation of the pelvic 
overgrowth usually takes place within organs after a miscarriage.”* 
from three to six months. Hypertro- The greatest proportion of the over- 
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growth of the breasts is made up of 
accumulations of fat, which, according 
to some authorities, differs in some 
respects from normal adipose tissue. 
To a much less degree the glandular 


Fig. 24. 
engorgement. 
umbilical level. 
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is far in excess of the amount of weight 
increase. 

Sir Astley Cooper ** described a liga- 
mentum suspensorium mammae, a spe- 
cial division of the superficial thoracic 


Virginal hypertrophy of breasts, before operation; note tremendous enlargement and venous 


When sitting, breasts are below 
Fig. 25. 


Same patient as preceding, 12 days after operation; note temporary discoloration of nipple affecting upper- 


most layer (stratum corneum). 


elements undergo hypertrophy.  Fre- 
quently this overgrowth of the breasts 
occurs without weight increase in other 
parts of the body. It is also true that 
efforts to ‘‘reduce’’ may be effective in 
the body as a whole without reducing 
the size of the breasts, or may result in 
equally undesirable bags of skin which 
I have ealled ‘‘reduction bags.’’ 

The second factor in prolapsed and 
hypertrophied breasts, is the weakness 
of the suspensory apparatus which 
stretches as the weight of the breasts 
increases. That this weakness is a 
factor, and not merely the result of 
carrying excess weight, is seen in 
breasts where the degree of prolapse 


This desquamates and nipple of normal color is revealed. 


fascia. Beginning at the clavicle this 
fascia extends to the upper part of the 
breast and divides so as to envelope the 
breast posteriorly and anteriorly. Thus, 
movement of the shoulder girdle raises 
or lowers the breast. The posterior 
envelope is usually more in evidence 
and posteriorly the breast is connected 
to the pectoralis muscle. The connec- 
tion is by means of a very loose layer 
of areolar tissue allowing for greater 
mobility of the breast rather than add- 
ing to its support. The development of 
the suspensory apparatus varies in dif- 
ferent individuals (Testut, quoted by 
Girard **), being very evident in some, 
and difficult to demonstrate in others, 
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and very often quite different from 
what textbook description would lead 
one to expect. The skin, covering the 
breast with fibrous septa extending in- 
ward and pocketing the glandular 


Fig. 26. Enormous hypertrophy of breast before 
operation. 


tissue, supports the breast. Kiister be- 
lieves that the skin is the most impor- 
tant means of suspension. 

The arrangement of the blood supply 
simplifies plastic surgery of the breast. 
In the lower portion of the gland, the 
blood vessels are few and unimportant. 
This part of the breast can be removed 
without disturbing the blood supply of 
the remaining portion. Laterally, the 
breast is supplied by branches of the 
axillary artery; the internal mammary 
artery furnishes branches extending 
from the first to the fourth intercostal 
spaces. The nutritive arteries from 
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both sources oceupy superficial posi- 
tions lying practically just beneath the 
skin and giving off branches that are 
not traceable to a depth of more than 
two to five centimeters. Furthermore, 
these fine rami anastomose and commu- 
nicate freely. Vessels from the under- 
lying pectoral muscles do not enter the 
gland. The plastic surgeon could not 
ask for a freer hand than that afforded 
by this arrangement of blood supply. 
He needs only to avoid injury to the 
branches of the internal mammary 


Fig. 27. Same patient as Fig. 26, after operation. 
artery, as interference here would lead 
to breast necrosis. From the surgical 
viewpoint, Wolfer * says: ‘‘Plastie pro- 
cedures which are designed to elevate 
a large pendulous breast can be carried 
out with comparative safety so far as 
the blood supply is concerned, since 
there exists inferiorly an area in which 
vessels are few in number. For this 
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reason, also, excision of breast tissue 
should be made from the inferior, not 
from the superior portion.’’ 

Kekhardt has described the nerves of 
the mammary gland. The vagosympa- 
thetic nerves excite the erection of the 


Fig. 28. Virginal hypertrophy of breasts. 


nipple, and may have a regulatory ac- 
tion upon the galactogenic hypophysary 
function. Severing the motor path does 
not affect the nipple reflexes. 


As already stated, hypertrophied 
breasts in general have little functional 
value. Women with hypertrophied 
breasts often find after childbirth that 
they cannot nurse their infants. There 
is no loss then if, after plastic surgery, 
the breast fails to function as a lacto- 
phorous organ. 


Reconstruction operations on the 
breast. The conscientious surgeon must 
not rest content with the study of the 
anatomy and physiology of the breast 
alone, but must also become familiar 
with the various types of operations. 
He must evaluate the results which may 
be obtained from each given procedure. 
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One type of operation aims at suspen- 
sion of the breast, after resection, 
using the costal cartilage of the second 
and third rib. Operations bearing the 
names of Lotsch,? Axhausen,t Kraske * 
and others, involve remodeling the 
breast and transposing the nipple. The 
third type of operation requires two 
and even three or four stages (Joseph,° 
Lexer-Hollander’), and involve (1) 
partial detachment of connections be- 


Fig. 29. Same patient as Fig. 28, following opera- 
tion (author’s technic); note excellent results in 
transplanted nipples. 


tween the breast proper, the overlying 
skin, and the nipple, (2) excision of 
tissue to reconstruct the form of the 
breast, and (3) proper placing of flaps. 

Of these types, the Lotsch ? operation 
may be used when the prolapse is not 
extensive, but in the greatly prolapsed 
and hypertrophied breast, multiple 
stage operations cannot be depended 
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upon to secure satisfactory results. The 
possible complications and uncertain re- 
sults of multiple stage operations have 
already been considered. Beside sub- 
jecting the patient to much unnecessary 
loss of time, these multiple operations 
are often followed by a variety of com- 
plications. - Of these may be mentioned, 
besides unsatisfactory results, (a) post- 
operative shock; (b) hemorrhage; (c) 
fat necrosis; (d) infection; (e) slough- 
ing of the necrotic breast tissues 
with loss of the nipple; (f) systemic 
manifestations as a result of septic 
invasion.”© 

In my one-stage operation for recon- 
struction of the breast with transplanta- 
tion of the nipple, there are still a few 
facts to be emphasized. The surgeon 


Fig. 30. Marked hypertrophy of breasts prior to 


operation. 


must be properly trained in general re- 
constructive surgery. He must use a 
fine degree of artistry in obtaining an 
entirely esthetic result, bilaterally equal 
and symmetrical (figs. 45-49 inel.). No 
operation should be planned unless defi- 
nitely indicated and unless no contra- 
indications, such as diseases of the 
heart, lungs or kidneys exist. The pa- 
tient must be carefully studied prior to 


MAX THOREK 


J. INTERNAT. 
COLL. SURG. 


the operation. The line of incision must 
be determined with the patient in a 
semi-sitting position—never with the 
patient lying down. The position of 
the nipples is selected after the breasts 
are reshaped. Technical details follow: 


Same patient as preceding, 3 weeks after 
author’s operation. 


Fig. 31. 


OPERATION 


1. Anesthesia. In days gone by, 
ether, ethylene, or cyclopropane were 
the anestheties of choice. Local infiltra- 
tion anesthesia is as undesirable as it 
is ineffective in undertakings of any 
magnitude in plastic resection opera- 
tions. At present, 1 use intravenous 
anesthesia (sodium pentothal), with 
excellent results. 

Both breasts are operated on at the 
same time, the average time of opera- 
tion for both breasts being about two 
hours. It is needless to stress that the 
anesthetist must be well trained in 
administering this type of anesthesia. 

2. Position of the patient on the table. 


i 
4 
— 


J. INTERNAT. 
COLL, SURG. 
The recumbent position distorts the ap- 
pearance of the breasts; a semi-sitting 
position is used exclusively in opera- 
tions of this type. The markings as to 
where the incisions should be made and 
where to place the nipples should be 
taken care of a day or two prior to the 
operation. For effective marking of 
these outlines, the author has used bril- 
liant green, mercurochrome, iodine, ete. 
These, however, are nonresistant to the 
materials used during tke presurgical 


Fig. 32. Enormous hypertrophy of breasts causing 
much physical discomfort. 


preparation of the patient, and often 
scrubbing obliterates them to such an 
extent that the surgeon finds difficulty ‘n 
recognizing the outlines. The most en- 
during material for markings that I 
have found thus far is a concentrated 
solution of silver nitrate. This is used 
to outline the course of the incision, is 
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permitted to dry and is then gone over 
with tincture of iodine. This, carried 
on proper sized cotton applicators, 
causes a tracing of silver iodide to ap- 
pear, which resists the usual attempts 


Fig. 33. Same patient as Fig. 32, following author’s 
one-step operation. 


at removal. It must be stressed, how- 
ever, that in using the silver iodide 
method, the application of the silver 
solution must be done cautiously, lest 
unpleasant skin irritations result. In 
late years, I have abandoned extensive 
outlines, and now indicate the incisions 
on the surface of the breasts. With 
experience, one’s improvement in tech- 
nic augments. It must be kept in mind 
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that here, as in plastic surgery on any 
other part of the body, it is always 
wiser to outline a larger flap than a 
smaller one. The former can always be 
trimmed to the desired size, but the latter 
can cause embarrassing inconvenience 
or failure. Complicated measurements 
are confusing. I no longer outline the 
position of the nipple on the remodelled 
breast prior to operation, but after re- 
construction of the breast, the area is 
studied and the nipple implanted in 
the most desirable position. In out- 
lining the incision for the areola and 
nipple, it is well to circumcise the nipple 
and a part of the areola to the desired 
extent. Two semi-curved incisions are 
now extended in either direction from 
the central point of the areolar out- 
line encircling the nipple, one incision 
extending toward the axilla, the other 


Fig. 34. Marked pendulous hypertrophy of breasts. 


toward the sternopectoral fold. The 
second or lower incision outline is made 
at the mammary fold, underneath the 
hypertrophied breast. This should not 
be placed too high on the breast, nor 
too low on the thoracic wall. One should 
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place the incision exactly in the crease 
where the breast is attached to the 
thoracic wall. 

3. Detachment of the nipple. A cir- 
cular incision is made, encompassing 
the nipple and as much of the areola as 


Fig. 35. Same patient as preceding 3% weeks after 


author’s operation. 


desired, depending upon the individual 
case. This may be enhanced by placing 
a transparent medicine glass of appro- 
priate size over the nipple, with the 
nipple in the center; the scalpel outlines 
the area. The surgeon of experience 
will outline such area without the aid 
of a guide. The entire nipple, including 
some muscular elements entering it, to- 
gether with the subjacent structures is 
placed in warm sterile water, the con- 
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tainer being supplied with a thermome- — in doing thyroidectomies where the flap 
ter and the water kept at a temperature overlying the thyroid is reflected up- 
of between 99° and 99.5° F. ward toward the pomum Adami of 

4, Detachment of flaps. The superior — the larynx and the lower flap is left 
breast flap is now detached upward by — unmolested. 

5. How much breast tissue should be 
removed? The surgeon, now confronted 
with the bared, hypertrophied breast, 
has to decide how much tissue is to be 
removed. One should fashion the breast 
according to the size and general physi- 
cal configuration of the individual pati- 
ent. It would be folly to form an 
excessively small breast on a patient of 
large frame, or vice versa. Patients 
who have suffered the many inconveni- 
ences of hypertrophied breasts are in- 
clined to insist that the breasts be made 
as small as possible, but the surgeon 
should not be swayed in either direction 
he should ablate neither too much nor 

nt | too little. With a sharp scalpel, the 


tight brassiéres. Multipie-stage operations do not, 
as a rule, yield good results in these cases. Satis- necessary amount of breast tissue is 


factory results are more likely with a simple plastic F 
: reconstruction (operations of Lotsch, Kraske, ete.). excised, in a semicircular fashion. 

Fig. 37. Mild degree of mastoptosis; Lotsch operation suitable in such cases. Fig. 38. Another example 

of case suitable for Lotsch procedure. 
pl 

: sharp dissection, for as great a distance The freely dissected upper skin flap 5 
- as seems desirable, depending upon the — is now pulled over the reshaped breast ef 
a size of the breast. The lower flap, which to indicate the size and appearance of co 
Z I routinely undermined in my previous — the breast after the operation is com- pe 
7 operations, is now left untouched, fol- pleted. At this stage, the judgment of th 

lowing the principle advocated by Lahey — the surgeon must again be his guide. sy 
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The important factors now to be con- 
sidered are the following: 


(a) Hemostasis. This must be perfect. 
(b) Suture material. In our work 


Mild degree of mastoptosis, correctable by 
Lotsch procedure. 


Fig. 39. 
we have abandoned catgut com- 
pletely. Cotton of appropriate 
size, (triple O Gudebrod) depend- 
ing upon the size of the particular 
vessel, is used. Larger vessels re- 
quire appropriately larger sizes. 
Dr. Phil Thorek*"*> has been 
using much smaller sizes—100 to 
150, with excellent results. It 
stands to reason that the finer the 
cotton, the less the tissue reaction 
and the better the results. Cotton 
has been used in most of our sur- 
gical work as a suture material. 


Having reshaped the breast to the 
. proper size, and having assured hemo- 
stasis, which may, by the way, be 
effected, where the smallest vessels are 
concerned, by electrocoagulation, the ex- 
posed breast, reformed, now rests on 
the thorax. It is thoroughly dried and 


sprinkled with sulfadiazine. Not too 
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much and not too little—a ‘‘frosting”’ 
is all that is necessary. 

6. Shaping and suturing the flaps. 
The upper cutaneous flap is now prop- 
erly centered, and as much of the re- 
dundant tissue removed as desired. Its 
central portion ‘is accurately sutured to 
a corresponding point on the lower flap 
with some form of nonabsorbable suture 
material, carried on a skin needle. The 
choice of suture material is optional. 
Our preference is for cotton sutures 
(Gudebrod) throughout. 

It will now be observed that the lateral 
portions of the flaps need proper shaping 
and trimming. properly placed 
eurved stomach clamp is of great aid 
here for bringing the flaps into proper 


Fig. 40. Results in mild degree of mastoptosis 
following Lotsch transposition of nipple. 


alignment. The clamp should be placed 
not too high on the skin flap to be cut 
away, and not so low as to leave too 
great a redundancy. The redundancies 
are now ablated with a sharp knife or 
scissors, the flaps are approximated and 
fixed in place with interrupted sutures. 
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It is important so to place the flaps 
as to avoid too conspicuous scarring. 
At this stage, the innate artistic talent 
of the surgeon comes into its greatest 
play. Experience here is the best guide. 
In a properly performed plastic recon- 
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sharp pointed scalpel he outlines or 
detaches a circular area of tegument 
corresponding to the size of the nipple; 
this must be somewhat smaller in cir- 
cumference than the detached nipple. 
If made larger, it will put the newly im- 


Fig. 41. Transplantation of nipple, 3 months after operation; VanGieson stain, low magnification; £. 
epithelium; N, nerve. 


struction of the breast, with the technic 


here outlined, the sears, after healing, . 


should be not only inconspicuous, but 
in the main invisible, being hidden in 
the submammary fold. 

7. Implantation of the nipple. The 
surgeon now ascertains the best position 
on the reshaped breast on which to 
implant the detached nipple. With a 
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planted nipple on the stretch which may 
be followed by undesirable results. It 
is important that during the prepara- 
tion of the new bed for the reception 
of the nipple only the deepest layer of 
the skin should be exposed. At no time 
should the subcutaneous tissues come 
into evidence. This is important. In 
a properly prepared bed for the nipple 


Fig. 
nerv 


the: 
002i 
cont 
pres 
of ft 


. 
ve 


J. INTERNAT. 


VOL. IX 
MAX THOREK COLL. SURG. 


Fig. 42. Transplantation of nipple, 3 months after operation; VanGieson stain; magnification 150x; NN, 
tierves. Fig. 43. Transplanation of nipple, 3 months after operation; Masson stain; magnification, 130 x; 
M, muscle fibers in longitudinal section. 
the small vessel with a very fine artery 
forceps, and closing the little stoma by 
torsion. When the nipple bed is thus 
prepared, the detached nipple is with- 
drawn from the warm sterile water, 


there will be only moderate capillary 
oozing observed. This oozing is readily 
controlled by the application of hot com- 
presses, or by monopolar fulguration 
of the bleeding points, or by grasping 
215 
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excessive tissues trimmed off, keeping 
in mind that some muscular fibres and 
connective tissue elements should be 
retained, and placed on the prepared 
bed. <A large, round intestinal needle 
transfixing the center of the nipple and 
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The nipple is secured in place without 
tension. 

Small punctures through the trans- 
planted nipple and areola are effective 
insurance against undesirable accumu- 
lations; the stab punctures permit the 


Fig. 44. Transplantation of nipple, 9 months after operation; VanGieson stain; low magnification; F, 
epithelium; M, muscle fibers; ZL, lactoferous duct. 


penetrating deep into the breast tissue, 
will retain the nipple in place while the 
suturing of the edges-of the transplanted 
nipple to the margins of the circular 
bed is carried out with care. Again, 
the transplanted nipple should never be 
on the stretch, but should be placed in 
its natural contracted state on the raw 
surface prepared for its reception. 
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egress of accumulated blood elements. 

8. Reshaping of the second breast. 
(figs. 50-54 inel.). This is frequently 
a difficult problem. Here a great deal 
of judgment is necessary. After clean- 
sing the surface of the breast already 
operated upon with peroxide of hydro- 
gen and thoroughly drying it and ‘‘frost- 
ing’’ it with sulfa powder, sterile pads 
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Transplantation of nipple, 9 months after operation; 
M, muscle fibers in cross section; M,, muscle fibers in longitudinal section. 
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VanGieson stain; 
Fig. 46. 


magnification, 150 x; 
Same as preceding, 


showing muscle fibers in cross and longitudinal sections, stained with Masson stain. 


are placed over it in such a manner that 
the surgeon may inspect it frequently 
without much disturbance, thus per- 
mitting him to orient himself and fashion 
the breast now to be operated on to 
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the desired size, and prepare flaps of 
corresponding size and contour to 
occupy a position similar to those on 
the first breast. Here the skill of the 
surgeon is put to vigorous test. If, 
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Fig. 47. Transplantation of nipple, 9 months after operation; elastic fiber stain; low magnification; £, 
epithelium; S, sebaceous gland. 


Fis 


Fig. 
Fig. 48. Transplantation of nipple, 9 months after operation; elastic fiber stain; magnification, 150 x; Cour 
S, sebaceous gland; H, hair shaft; H, elastic fibers. 
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Fig. 49. Transplantation of nipple, 9 months after operation; hematoxylin-eosin stain; L, lactoferous 
duct of mammary gland; £, epithelium. 


Fig. 50. Virginal hypertrophy of breasts, causing interference with functions (Author’s service, Cook 
County Hospital, Chicago, Ill.); before operation. Fig. 51. Same patient as preceding, after operation 
on one breast by author’s method. 
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after completing the operative proce- 
dure on the second breast, it appears 
unequal as compared with the first, the 
surgeon should promptly rectify this 
condition, provided, however, that the 
patient’s condition is good. On the other 
hand, should the operation have been 


Fig. 52. Marked hypertrophy of breasts prior to 
operation. 


Fig. 54. Same patient as Figs. 52 and 53, 1 month 
after operation. 


prolonged unduly, it is far safer and 
more prudent to apply dressings, return 
the patient to bed, and complete the 
operation on the second breast a few 
days later. With general precautions, 
experience and good technic such an 
occurrence should be rather rare. All 


our operations were completed in one Fig. 
stage. The precautions given are for oper 
the beginner who must needs proceed wean 
slowly, keeping the interests of the 
patient as the primary and most im- ; 
portant objective. 
9, Postoperative care. After — the cau 
dressings are applied and the patient pen 
returned to her bed, it is the anesthe- if 
tist’s responsibility to give the post- see 
Fig. 53. Same patient as preceding; side view. operative orders as far as anesthesia too 
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Fig. 56. Same patient as preceding; 2 weeks after 


operation. Satisfactory healing of nipple with begin- 

ning desquamation of uppermost layer (stratum 

corneum) of nipple surface; note new nipple under- 
neath making satisfactory healing progress. 


is concerned. There are special pre- 
cautions to be observed where sodium 
pentothal has been used. 

It is the surgeon’s responsibility to 
see to it that the dressings are neither 
too tight nor too loose. The proper 
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Fig. 57. 
after operation, 


Closeup of transplanted nipple, 3 weeks 
showing stratum corneum being 
cast off. 


Fig. 58. Same patient as Figs. 55 through 57, 3% 

weeks after free transplantation of nipple; note 

almost complete shedding of stratum corneum, with 
new nipple structure. 


degree of compression is essential. 
Above all, the nipples must be safe- 
guarded and undue pressure avoided. 
Postoperative care does not involve 
special attention other than such as is 
afforded patients who have been oper- 
ated upon for other breast conditions. 


Fig. 55. Virginal hypertrophy of breasts. 
= 
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Fig. 59. Same patient as preceding; note desqua- 
mation with normally healed nipple structure 
beneath. 


Fig. 61. Transplanted nipple showing complete 
healing, 1 month after transplantation. 


will indicate the rules to be observed. 
The sutures are removed about 9 or 
10 days after the operation, and the 
patient’ permitted to leave her bed at 
about that time. 

10. Special care of the nipples. The 
patient must be informed that there 
will at first result a dark discoloration 
of the nipples. (figs. 55-61 incl.). This 
is due, as stated, to the desquamation 
of the surface layers of the skin. The ex- 
foliation will proceed gradually leaving 
underneath the nipple healed in place. 
In some individuals this desquamation 
takes a few weeks, but the usual activi- 
ties of the patient need not be inter- 
fered with. Patients may return to 
their work and usual occupations soon 

Fig. 60. Transplanted nipple in final stages of after leaving bed. 

with” 11. Pigmentation. At first, the pig- 
mentation in the transplanted nipple is 

The temperature, respiratory and pulse _ slight. Gradually as times goes on, how- 

rate and general feeling of the patient ever, the pigment increases and finally 
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complete pigmentation of the nipple 
takes place. (figs. 62-64). 


Fig. 62. Colored patient, aged 15; bilateral virginal 

hypertrophy of breasts; first half of author’s opera- 

tion completed. (Author’s service, Cook County 
Hospital, Chicago, Ill.) 


Fig. 63. Same patient as preceding; 2 months after 
transplantation of nipple; note partial pigmentation. 


SUMMARY 


Plastic reconstruction operations on 
the female breast are analyzed and vari- 
ous methods evaluated. Kthical, esthetic 
and technical requirements in this field 
of work are stressed. The value of the 
author’s operation for plastic recon- 
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struction of the breast with transplanta- 
tion of the nipple is reémphasized and 
a detailed description of the operative 
procedure and postoperative care given. 


Fig. 64. Same patient as Figs. 62 and 63; 3 months 
after plastic reconstruction; note complete pigmenta- 
tion of nipple. 


Clinical and microscopic proofs are 
given, showing that transplanted nip- 
ples do live; proof is also offered 
(Prudente) that breast structure may 
regenerate and function. 


Fig. 65. Histologic preparation from lactoferous 
duct, showing proliferation after a plastic operation 
on the breast (histologic report of Prof. Carlo Fo, 
of the Department of Experimental Pathology of 
the Faculty of Medicine of the University of Sao 
Paulo.) 


RESUME 


La reconstruction plastique du sein 
féminin est discutée. L’auteur analyse 
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et évalue différentes méthodes. Les 
conditions requises, ethiques, esthétiques 
et techniques sont énumérées. La valeur 
de l’opération personnelle de |’auteur 
pour la reconstruction plastique du sein 
et las transplantation du mamelon est 
affirmée. Une description détaillée de 
la procédure opératoire et des soins 
post-opératives donner l’opéré 
ajoute une haute importance a cette 
communication. 


RESU MEN 


El autor analiza y cataloga, segun su 
valor, varios métodas para la recons- 
truecién plastica de la mama, poniendo 
de relieva la importancia de los factores 
éticos, estéticos y técnicos en este campo 
de la cirugia. Se realza aqui de nuevo 
el capital valor de la operacién del autor 
para la reconstruccién plastica de la 
mama con transplante del pezén y se 
describen los detalles procedi- 
miento operatorio asi como se incluye 
los datos adecuados para el cuidado 
postoperatorio. 


OWeHKa pasHbIx MeTO- 
JOB 2KeH- 
cKoli rpyau. 3C- 
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TeTHYeCKHe HM TeXHHYecKHe TpeOoBaHHA 
HOCTb aBTOpa AIA 
PeKOHCTPyKUHH C 
cocka. Ilompo6Ho omucaHbl OnepaTHBHaA 
TeXHHKa M yxOJ. 
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Contributions to the Study of Extramedullary 
Plasmocytoma 


FAHRI AREL, M.D., F.LCS. 
ISTANBUL, TURKEY 


LTHOUGH plasmocytomas of the 
A osseous system are well known, 
those localized in other parts of 
the body such as the mucosa of the upper 
respiratory tract or the upper digestive 
system and organs, offer a peculiar in- 
terest, because of their rarity, as well 
as discussion about their origin. Jaeger 
found prior to 1941, only 20 cases in the 
available literature and added his five 
personal cases to these. Of these 25 
cases, 20 were localized either in the 
upper respiratory tract or upper diges- 
tive tube. The other five were found in 
the thyroid gland, adrenal gland, jeju- 
num, pleura and cecum respectively. 
Thus it is striking to see that the local- 
ization of tumors in the intestines is 
really rare; this makes the interest of 
three cases I have observed in our clinic 
(First Surgical Clinic of The Faculty 
of Medicine of Istanbul). 

In my cases, the tumors seated re- 
spectively on the end portion of the 
ileum, on the cecum and on the nose. 
IT am not competent to take part in the 
debate concerning the origin of the cells 
which compose these tumors. Jaeger 
came to this conclusion: ‘‘As_ these 
tumors are always localized on the 
mucosa and this membrane is richly 
furnished with lymphatic tissue, it is 
likely that the extramedullary plasmo- 
cytoma arise from the lymphatic plasmo- 
cells, while the plasmocytoma of the 
bones derive from the plasmocells of the 
osseus medulla. The sternal punction 
has confirmed this view for the last 
category.”’ 

Regarding the character of these 
tumors, it is to be suspected that some 
of them have a rather benign evolution 
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while others are frankly malignant, can 
relapse and have metastases either in 
the regional lymphatic nodes or in dis- 
tant organs. In my second case, the 
lymphatic nodes of the cecum were in- 
filtrated and intimately adherent to the 
growth. The patient had a local relapse 
three months after the hemicolectomy. 
In previously published cases, the age 
of the patients varied between 45 and 
74. But my first case was a boy of 8; 
the second, 15. Therefore we see that 
plasmocytoma does not spare youth. 
Now the observation of my cases: 


Case I.—An eight year old boy entered the 
first surgical clinic of the Faculty in Feb- 
ruary 1942, because of a tumor located in 
the right side of the abdomen, of 6 months’ 
duration. The boy was intelligent and told 
us that this tumor moved in his abdomen 
and occasioned pain from time to time. In 
the episodes of pain, he vomited. Bowel - 
movements were normal. He had lost some 
weight. Physical examination revealed a 
tumor the size of a nut in the lower right 
side of the abdomen, movable and not dol- 
orous. This growth gave the impression that 
it belonged to the cecum. There was no 
history of melena. Otherwise there was noth- 
ing significant in the clinical and laboratory 
examinations. X-ray examination could not 
be done. 

Operation: Through a right paramedian 
incision, it was seen that the tumor belonged 
to the ileum just on the ileocecal valve. One 
could easily push the tumor through this 
valve in the cecum. There was no infiltra- 
tion in the lymphatic nodes. Right hemi- 
colectomy was done with ileotransversostomy, 
end to side. 

Pathological examination (Prof. Schwartz) : 
(Fig. 1) The small intestine just above the 
ileocecal valve is obstructed by a tumor of 
the size of a nut, located on the posterior 
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wall of the intestine. The appendix is re- 
markably long, thick and fixed with ancient 
adhesions. 

Histologic examination (fig. 2a) shows 
atypical cellular elements with large nuclei 
containing much protoplasm. The dichro- 
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on the level of the ileotransversostomy. There 
was a great amount of fig seeds all through 
the small intestine, which was distended and 
adherent. There was no alteration referrable 
to the plasmocytoma. The lymphatic nodes 
were not enlarged. Sections from several long 


Fig. 1.—Tumor (plasmocytoma) on ileocecal border, Case 1. 


matin of the nuclei is mostly arranged in a 
spoke-like manner. Ilowever, eccentric locali- 
zation of the nucleus in the middle of rela- 
tively large protoplasm is very frequent. The 
new growth is mostly necrotic. 

Histologic diagnosis: Malignant tumor to 
plasmacells (plasmocytoma). The Bence- 
‘Jones test, performed after the pathologic 
examination, gave a negative reaction. Re- 
covery was uneventful until the seventeenth 
day; on that day, the boy ate 14 kg. of figs. 
The next day typical symptoms of bowel 
obstruction appeared. 

Operation: The small intestine was dis- 
tended, hyperemic and adherent. It was 
impossible to discover the origin of the ob- 
struction in this pile of intestine. A Witzel 
operation was performed and drainage insti- 
tuted but the boy died the following day. 

Autopsy revealed fresh suppurative peri- 
tonitis. There was no suture insufficiency 
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bones, also from the columna vertebralis and 
sternum revealed neither metastases nor any 
particularity. It is likely that the boy died 
from the bowel obstruction due to consump- 
tion of such a great quantity of figs. 


We see from this report that a plas- 
mocytoma localized at the distal portion 
of the ileum did not cause metastases 
elsewhere in the organism. But the fol- 
lowing case shows local relapse three 
months after operation: 


Case II—A 15 year old boy entered the 
clinic July 13, 1942. Three months before 
admission, he had felt pain in the lower right 
side of the abdomen. In the past two months 
he remarked in this side, a mass growing 
continually from day to day. He had had 
no significant previous illnesses. Physical 
examination showed a rather weak patient. 
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There was in the lower right side of the 
abdomen a mass with a rough surface the 
size of the head of the fetus which was slowly 
movable. During examination of the growth 
(which was painful) a rumbling was heard in 
the bowel. 

X-Ray Examination: 8 to 10 hours after 


Fig. 2.—A. Infiltration with atypical plasmacells; 
characteristic nuclei and abundant protoplasm. Nuclei 
are eccentric. B. Typical appearance of plasmocytoma. 


ingestion of barium, roentgenogram revealed 
a narrowing of the cecum. 

Diagnosis: Cecal tumor, probably of a 
tuberculous nature. 

Operation: The cecum and appendix were 
invaded by a growth of the size of a fetal 
head. In spite of close adhesions with the 
neighboring organs, the growth could be re- 
moved; right hemicolectomy was done with 
ileotransversostomy, end to side. The ab- 
dominal wall was closed without drainage. 
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Recovery was uneventful and the patient 
left the clinic on the twelfth day. 
Pathological Examination: (Prof. Ph. 


Fig. 3.—Plasmocytoma of the nose, Case 3. 


Schwartz) In the region of the cecum and ap- 
pendix is a growth of two fist size, infiltrating 
the wall of the intestine. Several lymphatic 
nodes in this region are infiltrated and closely 
adherent to the growth. Microscopical ex- 
amination shows several atypical plasmacells, 
with specific stains. 

Histological diagnosis: 
cytoma. 

The patient came back three months after 
the operation for local relapse and pain in 
this region. He had lost weight and showed 
marked pallor. There was a mass in the 
lower right quadrant which was regular, firm 
and not movable. X-ray treatment was insti- 
tuted, but the patient declined rapidly and 
the family took him home. 


Case I1T.—A 35 year old man had a 
tumor of the nose. (Fig. 3.) Three months 
before admission he remarked difficulty in 
breathing through his nose. Slowly a tumor 
appeared through the left nostril which grew 

(Continued on page 265) 
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Craniocerebral Injuries and the General Surgeon 


GEORGE E. KENNY, M.D., F.A.CS., F.1.C.S.* 
PORT JERVIS, NEW YORK 


OST writers on the subject ad- 
M mit that craniocerebral injuries 
are a common type of trauma. 
Mock has stated that nearly three hun- 
dred persons are killed by brain injury 
each day; Adson states that these in- 
juries have become so numerous that 
no physician can escape their treatment. 
Few patients with a head injury are 
fortunate enough to come under the 
care of a neurosurgeon; it is therefore 
important that general surgeons every- 
where acquaint themselves with the 
diagnosis and treatment of this type of 
injury. 

In our hospital of 55 beds, we ad- 
mitted 116 patients for some type of 
head injury during the five year period 
from 1939 to 1944. This does not in- 
clude simple scalp lacerations or abra- 
sions which were not included in the 
series. Those included either gave a 
history of unconsciousness or were ad- 
mitted because an underlying brain 
injury was suspected or apparent. 

In the 116 cases admitted to our hos- 
pital, 34 were treated for concussion, 
and gave no other signs of trauma; 49 
were treated for concussion and had 
other injuries as well; 14 were treated 
for simple skull fracture, while seven 
had simple skull fracture together with 
other injuries. There were six cases of 
compound skull fracture. 

The treatment of all these cases in- 
volved 1,721 hospital days, an average 
stay of 15 days per patient. 82 patients 
were discharged as improved, 21 as re- 
covered; two were unimproved and 
signed a release. There were seven 
deaths in the series, four of which were 


*Senior Surgeon, St. Francis Hospital. 
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associated with other severe trauma 
besides the head injury. 


ANALYSIS OF DEATHS 


No. of 
Nature of Injuries Cases 
Concussion with fracture of hip.. 1 
Concussion with fracture of pelvis 1 
Concussion with fracture of cervi- 
1 
Simple skull fracture with fracture 
of cervical vertebrae.......... 1 
Skull fracture only ............. 3 


There were no deaths in the cases of 
compound skull fracture. 

At the end of the five-year period, we 
sent questionnaires to all patients ad- 
mitted to our hospital for head injury 
during that time. We received replies 
from 53 patients, the results of which 
were most interesting. 

Fifteen patients complained of head- 
ache, while ten mentioned vertigo as a 
noticeable symptom. ‘'T'wenty-six stated 
that they had no complaint of dizziness ; 
six stated that tinnitus was a common 
complaint. From the results of this 
survey, we were stimulated to review 
some of the literature on this subject. 


CONCUSSION 


Literature on the subject of brain 
concussion is voluminous, but that on 
the subject of the pathology involved is 
meager. Most of the experimental work 
has been carried out on animals; this 
is to be expected in as much as most 
patients with concussion usually re- 
cover unless some other trauma or dis- 
ease intervenes. In the ordinary case 
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of simple concussion, no tissue is avail- 
able for examination. 

Boyd states that concussion manifests 
itself by a wide-spread and immediate 
loss of cerebral function following a 
blow on the head. The lesions found 
may vary from laceration of the brain 
to no lesion at all; they seem to bear 
no relationship to the clinical condition. 
Following a blow on the head, there is 
a momentary emptying of the cerebral 
vessels. When the vessels refill, the 
subsequent clinical course will depend 
on the concomitant lesion present. 
Some writers believe that concussion is 
a physiological state without a patho- 
logical background. Brown and Evans 
so classify it; the latter reserving the 
term ‘‘concussion’’ for those cases in 
which the loss of consciousness lasted 
only for minutes rather than hours. 


Windle, Groat and Fox have shown by 
experiments on guinea pigs, that signifi- 
cant alterations in arrangement, shape 
and size of the Nissl bodies of the neu- 
rons were observable after concussion. 
The Nissl bodies of some of the cells ap- 
peared to be fragmented and disar- 
ranged by the blow. In other cells the 
particles gave the appearance of agglu- 
tination. In most of these experiments, 
nerve fibers and myelin sheaths ap- 
peared to have received little, if any 
damage. 

Symonds states that concussion is 
obviously a diagnosis which can only be 
made in retrospect, that is to say, when 
after a momentary loss of conscious- 
ness, sufficient time has elapsed to show 
that there would be no sequelae. 


COMPRESSION 


The brain is so confined within the 
skull that pressure is a serious compli- 
cation. No other organ is so easily 
affected by changes in pressure. Among 
the causes of pressure are edema, 
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hemorrhage, abscess and tumor. Edema 
is the most important; Boyd states that 
traumatic cerebral edema occurs as a 
more or less serious complication in 
95 per cent of all severe head injuries, 
whether or not there has been a frac- 
ture of the skull. 

McGregor differentiates between con- 
cussion, minor and major contusion and 
laceration of the brain. He believes 
that a state of coma lasting for more 
than an hour implies something more 
than concussion, that is, actual brain 
damage. 


SEVERE DEGREE OF BRAIN INJURY 


These patients show no recovery of 
consciousness in from two to three 
hours after an accident. They are 
usually deeply unconscious when first 
seen by the physician. Symonds states 
that the mortality in these cases is about 
20 per cent. Mdema is usually found in 
the acutely injured brain and petechial 
hemorrhages are common. Necrosis 
often follows thrombosis of the smaller 
vessels. Atrophie changes may follow 
the injury and the brain may shrink. 
The resulting extensive gliosis may be 
associated with epileptic seizures. 


SKULL FRACTURE 


Simple skull fracture in itself may 
mean nothing unless it results in in- 
creased intracranial pressure or cere- 
bral edema, which in turn causes 
pressure on the brain substance. <A 
major degree of brain trauma may re- 
sult if the fracture has opened the 
cranial cavity to potential infection, 
has compressed a cranial nerve, or 
lacerated a dural artery. Any altera- 
tion in the intracranial capacity by a 
depression of the cranial bones is like- 
wise a serious type of trauma. It should 
be emphasized, however, that the term 
‘‘skull fracture’’ should not be used 
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synonymously with craniocerebral in- 
jury. A simple linear fracture may 
involve no important structures and re- 
quire no treatment. All head injuries, 
however, should be kept under close 
observation even though no active treat- 
ment is indicated. In the case of de- 
pressed or compound fractures, the 
gross pathology is more apparent. Even 
these cases may show few neurological 
signs if the fracture involves the silent 
areas of the brain. This holds for both 
simple fractures and depressed frac- 
tures in the silent areas. Fractures 
involving the ears and nose will some- 
times decompress themselves. This was 
well illustrated in one of our cases. 
(See case 3.) 


DIAGNOSIS AND TREATMENT OF CRANIO- 
CEREBRAL TRAUMA 


It has been the author’s privilege to 
hear, on many occasions, the statement 
of Dr. John J. Moorhead of New York, 
‘When the trauma is adequate, expect 
and suspect an adequate result.’’ This 
is similar to a statement made by Mock, 
‘‘Whenever a serious accident occurs 
and the resulting trauma seems trivial, 
treat that case as serious until proved 
otherwise.’’ 

The history of head injury is easily 
obtained in most cases. However, we 
occasionally find a case in which no 
history is obtained and in this a differ- 
ential diagnosis must be made from 
diabetic coma, uremia, alcoholism and 
other medical conditions. All patients 
should first of all receive a complete 
physical examination. Bleeding from 
any of the orifices should be noted. 
Other signs of trauma should be looked 
for as it is a rare case that shows only 
head injury without other signs of 
trauma as well. It might be very em- 
barrassing to treat a patient for con- 
cussion or a more severe type of head 
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injury, and later to find that the patient 
has, say, a fractured hip which was not 
discovered at the time of admission to 
the hospital. 

When the patient has recovered from 
shock, a complete neurological examina- 
tion should be performed. Any pupil- 
lary changes should be noted and 
evidence of meningeal irritation should 
be determined. Drainage from the ears 
or nose should be recorded. Open 
wounds of the scalp should be palpated 
to determine the presence of a de- 
pressed fracture. A poor prognosis 
may usually be given if changes in the 
rate and character of respiration are 
noted. Cheyne-Stokes respiration and 
irregular or rapid respiration are im- 
portant prognostic signs. <A_ rising 
pulse, together with falling blood pres- 
sure, loss of sphincter control and in- 
creasing coma are all indications for a 
poor prognosis. The pupils may be pin 
point, dilated and fixed; the absence of 
corneal reflex is important. All of 
these findings should be checked re- 
peatedly and any changes noted. 


Spinal Puncture 

Spinal puncture is done primarily for 
diagnosis. The appearance of the fluid, 
its pressure and the results of the 
Queckenstedt test should be noted. We 
do not believe in using spinal tap rou- 
tinely unless it is indicated for di- 
agnosis. Glazer, however, ‘advocates 
routine spinal pressure studies and 
states that ‘‘A classification based upon 
the variations of intracranial pressure 
has proved more valuable for the treat- 
ment and proper interpretation of 
head injury patients than classifications 
based upon skull fracture or pathology.’’ 

Brieson states that spinal puncture 
should be performed for diagnosis in 
order to determine the appearance of 
the fluid, its pressure and the results 
of the Queckenstedt test. After this 
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has been accomplished, he believes the 
procedure should be abandoned. — If 
there is a suspicion that the spinal fluid 
is blocked, drainage should not be 
performed. 


Roentgen Examination 

X-rays should be taken on all cases 
in which there is a history of uncon- 
sciousness or in any case where the 
history and physical examination sug- 
gest a diagnosis of possible skull frac- 
ture. If the patient shows signs of 
shock or if there are signs of restless- 
ness and the patient is uncodperative, 
x-rays should be deferred. In most 
cases of severe head injury, the patient 
should not be subjected to x-ray exami- 
nation until the general condition has 
improved and the patient is able to co- 
operate. In many instances, the x-ray 
examination may be deferred from four 
to five days or longer. 


Treatment of Shock 


In any patient with head injury, the 
treatment of shock is of primary im- 
portance. The patient should be kept 
at absolute rest and bleeding controlled. 
If the bleeding has been profuse, trans- 
fusions may be necessary. Glucose may 
be given intravenously but examination 
should have been previously made _ to 
rule out diabetes. It is important to 
keep the patient warm. No operative 
procedure should be carried out until 
the patient has recovered from shock. 
H. F. Cameron states that every head 
injury should be considered as an indi- 
vidual case and treated as such. Schnit- 
ker advocates the use of plasma or 10 
per cent glucose in physiologic saline 
solution in cases of severe shock, com- 
pound depressed skull fracture or in 
any case in which extra-dural hematoma 
is suspected. 

After the patient has recovered from 
shock, a complete neurological exami- 
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nation should be carried out. Primary 
suture of any wounds may then be per- 
formed. The patient should be given 
tetanus antitoxin and sulphonamides as 
indicated. Narcotics should be defi- 
nitely avoided; barbiturates or chloral 
should be used for sedation. Adequate 
bed rest with close observation by the 
attending surgeon and the avoidance of 
any radical treatment, will give best 
results. 


Treatment of the Open Wound 


The patient’s head should be shaved 
and the wound debrided as soon as pos- 
sible following recovery from shock. 
Mechanical cleansing and the use of 
green soap, followed by plenty of sterile 
water, is most important. Any surgical 
procedure should be done with the 
strictest aseptic technic. Local anes- 
thesia is advocated by some authors, 
but we have had no experience with it. 
Kther is definitely contraindicated in 
any case of craniocerebral trauma. 
Pentothal sodium anesthesia intrave- 
nously is very efficient; we believe this 
to be the anesthetic of choice in these 
cases. All foreign matter should be re- 
moved from the wound. This is best 
done by adequate irrigation with warm 
normal saline solution. Any clots 
should be aspirated and all traumatized 
edges should be freshened. 

Whether or not sulfa drugs should 
be used locally is a much-disputed ques- 
tion; many neurosurgeons are opposed 
to such a procedure. Lieutenant Com- 
mander Donald F. Coburn states that 
practically all of the head injury cases 
that came under his observation had 
some sulphonamide preparation used in 
the wound and in none of these indi- 
viduals was there any evidence to sug- 
gest that the presence of the drug was 
in any way harmful. Most authors agree 
that if sulfa drugs are to be used locally, 
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sulphanilimide is the preparation of 
choice. Two of our own cases responded 
well to its use locally. 

The dura should be closed with inter- 
rupted catgut sutures. The scalp is 
closed with dermal or silk worm sutures. 
If proper debridement has been carried 


Fig. 1. Case 1. Compound skull fracture with 
defect in left frontal area. 


out, no drainage will be necessary. 
Thorek states, however, that where 
there has been severe hemorrhage, it is 
a technical error to suture the wound 
without drainage. After dressings are 
applied, the patient may be returned to 
bed and shock treatment continued. 


CASE REPORTS 


We feel that the following cases are 
illustrative of those which the general 
surgeon may be called on to treat. 


Case 1—C.D., male, age 19, entered the 
hospital Feb. 1, 1942, and was discharged on 
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March 8. He stated that he fell asleep while 
driving and struck his head on a sharp ob- 
ject. He denied being unconscious. He 
walked about a half mile to a farm house 
and when first seen had his hand to his fore- 
head and blood was running down from the 
hand. He was placed at rest and a physician 
called who took him immediately to the 
hospital. 

Examination revealed a compound frac- 
ture of the right frontal area with bleeding 
from the nose. The pulse was 110 per 
minute; the blood pressure 130/70. The pa- 
tient was drowsy but there was no sign of 
shock and no neurological signs were seen. 
The patient was taken immediately to the 
operating room and debridement carried out 
under Pentothal anesthesia, using aseptic 
precautions. The wound was cleaned with 
benzine, green soap and peroxide. The pa- 
tient was draped and the wound explored. 
Six pieces of bone were removed from the 


Fig. 2. (Same case as Fig. 1.) Fragments removed 
at debridement. No laceration of dura. 


skull, the largest measuring about one inch 
(2.5 em.) in diameter. (See Fig. 2.) The 
dura was not torn. After cleaning the dura 
with green soap and peroxide, followed with 
normal saline solution, powdered sulphanili- 
mide was sprinkled throughout the wound, 
which was then closed with interrupted 
dermal sutures. 

The patient was dehydrated with concen- 
trated glucose. Phenobarbital grains 14, three 
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times a day, and chloral hydrate grains X 
(stat) were given. At no time did the pa- 
tient’s temperature go above 100.2° F. 
(rectal). The pulse varied between 80 and 
90 per minute. Respirations ranged between 
20 and 26 per minute. The blood pressure, 
which was checked at half-hour intervals for 
the first twenty-four hours, varied between 
130/70 and 106/68. On the fourth post- 
operative day, the wound was clean and no 
evidence of infection was noted. At the time 
of discharge, five weeks after entering the 
hospital, the patient had no neurological signs 
and the wound had entirely healed. He was 
subsequently accepted for service in the Air 
Corps (ground crew). 


Case 2—J.A., male, age 46, entered the 
hospital May 9, 1943 and was discharged 
July 6. The patient was brought into the 
hospital unconscious and was unable to give 
any account of the accident. His wife stated 
that he was brought home about 4 A.M. She 
thought he was asleep, but was awakened 
about 8 A.M. by his moaning. She then 
noticed blood about his head, and, being 
unable to rouse him, a doctor was called who 
ordered him to the hospital. 


Compound skull fracture with 
Bone defect in parieto-occipital 
area, 


Fig. 3. Case 2. 
laceration of brain. 


Examination revealed the patient to be 
unconscious. A laceration about 41% inches 
(11.25 em.) in length was noted over the left 
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occipito-parietal region of the scalp. Palpa- 
tion revealed evidence of a comminuted skull 
fracture. The left pupil was dilated and re- 
flexes were even on both sides. The patient 


was entirely uncodperative and disoriented. 
His temperature was 102° F. (rectal); the 
pulse 104 per minute. 
minute. 
The blood pressure was 118/72. 


Respirations were 24 
No cardiae irregularity was 
A 


per 
noted. 


Fig. 4. (Same case as Fig. 3.) Anterior-posterior 


view showing depression of fragments. 


fracture of the neck of the right humerus 
was found. 

A catheterized specimen of urine was ob- 
tained and found to be sugar free. The 
patient was given concentrated glucose (50 
¢c.c.). One hour later the patient was taken 
to the operating room and the wound ex- 
plored under Pentothal Sodium anesthesia. 
After a thorough cleansing with soap, perox- 
ide and saline, six comminuted fragments 
were removed from the wound. A laceration 
of the brain was found and some of the 
lacerated brain tissue was excised. The dura 
was so torn that it could not be approximated 
over the brain. Powdered sulphanilimide 
was evenly distributed over the surface of 
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the wound and the scalp was approximated 
with interrupted dermal sutures. The right 
arm had previously been strapped to the 
chest with adhesive. A dressing was applied 
and the patient returned to bed in fair 
condition (figs. 3-5). 

The patient was dehydrated with concen- 
trated glucose intravenously. Chloral and 
phenobarbital were used for sedation. In 
spite of this, the patient was very restless 
for 60 hours, after which his condition began 
to show improvement. He became codpera- 
tive and began to take nourishment by mouth. 


Fig. 5. (Same case as Figs. 3 and 4.) Fragments 

removed at debridement. 
At no time did his temperature rise above 
100.2° F. (rectal), and the pulse never rose 
above 110 per minute. Nine days after the 
patient entered the hospital, a Kirschner 
wire was inserted in the distal end of the 
fractured humerus and a Thomas splint 
applied. 

Following this, recovery of the patient was 
rapid. The head wound healed with slight 
serous drainage. On June 30 a Scott splint 
was applied to the right arm. The patient 
was discharged from the hospital July 6. 
He was treated at home and in the doctor’s 
office until he returned to work on September 
17. The only resulting paresis was a slight 
involvement of the orbicularis oris muscle on 
the right side. 


Case 3—A.P., male, age 47, entered the 
hospital October 29, 1944 and was discharged 
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December 30. About 20 minutes before en- 
tering the hospital, the patient was knocked 
unconscious by a large stake that he had 
driven from a flat-car, and which flew 
through the air and struck him on the head. 
Hie was unconscious for about 15 minutes and 
was brought to the hospital immediately upon 
regaining consciousness. 


Fig. 6. Case 3. Compound skull fracture with 
decompression by bleeding through the left ear. 


On examination, the patient was found to 
be semicomatose, disoriented and unable to 
answer any questions. Swelling was noted 
over both parietal areas of the skull. No 
crepitus was found. There was profuse 
bleeding from the left ear, but no other bleed- 
ing could be found. The pupils were equal. 
There was no rigidity of the neck and reflexes 
were equal on both sides. 

A catheterized specimen of urine was 
found to be sugar free and the patient was 
given 50 ¢.e. of 50 per cent glucose intra- 
venously daily for three days. No attempt 
was made to stop the sanguinous discharge 
from the ear, which was rather profuse for 
48 hours. Chloral and phenobarbital were 
used for sedation. On the fourth day, the 
patient began to clear mentally and his con- 
dition improved from then on. Apparently 
the bleeding from the ear had decompressed 
the skull so that no radical treatment had 
to be undertaken. Seven days after entering 
the hospital, the patient was X-rayed. The 
results, as seen in Fig. 3, were surprising. 
Neurological examination at the present time 
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is negative except for a disturbance of smell 
and taste. This has shown improvement 
during the past two months (May, 1945) 
(figs. 6 and 7). 


COMMENT 


We believe that conservative treat- 
ment and constant observation will give 
the general surgeon best results in cases 
of craniocerebral trauma. Although 
each case is an individual problem, it 
is best to have a definite plan for the 
treatment of such cases. In the fore- 
going article we have described three 
of our cases which we believe present 
interesting problems. 


RESUME 


La plupart des ¢crivains reconnaissent 
que les traumatismes cranio-cérébraux 
sont d’une grande fréquence, chaque 
jour, pres de trois cents personnes sont 
tuées par des lésions de cette nature. 
Ces traumatismes sont d’un_ grand 
intérét pour tout médecin. 

L’auteur discute ces traumatismes et 
preserit les traitements appropriées 
pour ces lesions. Il donne comme ex- 
emple 3 cas d’une grande fréquence. 


RESUMEN 


La mayoria de los autores aceptan que 
las heridas craneocerebrales constituyen 
un tipo muy corriente de traumatismo. 
Aproximadamente unas 300 personas 
mueren diariamente en los Hstados 
Unidos como consecuencia de este tipo 
de lesion. Es natural que constituyan, 
por tanto, un tema de gran interés 
practico para todo médico. 

Kl autor estudia varios tipos de 
heridas de cabeza y expone ciertas 
reglas generales para su tratamiento; 
finalmente cita tres casos propios de 
esta naturaleza que considera tipicos 
como ejemplos de los que con mayor 
frecuencia se sueclen observar en la 
practica diaria. 
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BOJbUIHHCTBO aBTOPOB MpH3HalOT, 4TO 
NOBPexXTCHHA ABJAIOT- 
CH OYeCHb THIIOM TPayMbl; OKOJIO 
300 uenoBek yOUTLI e@KeHEBHO B 
CTpaHe TOJIbKO 3THM THIIOM TPayMbl, 4TO 
erO MpaKTHYeCKH BaXKHbIM JIA KarK- 
oro Bpaya. ABTOp ONMCbIBaeT Pa3sHble TH- 
KOTOpble OH CUHTaeT TH- 
B MpakTHKe. 


Fig. 7. 
ment 


(Same case as Fig. 6.) Conservative treat- 


with slight depression of fragment 


(anterior-posterior view). 


even 
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(Continued from page 193) 


2. Of 91 cases admitted with lesions 
of the stomach and duodenum, 12 (13 
per cent) were treated surgically. The 
operations performed included ten gas- 
tric resections. There was no mortality. 

3. Simplification of surgical technic 
is stressed. Methods are suggested 
which have decreased surgical morbid- 
ity and mortality. 


RESUME 
L’auteur passe en revue son expéri- 
ence de six mois en chirurgie d’estomac 
et du duodénum un_ hopital 
de la marine. Quatre-vingt-i-onze cas 
présentant des lésions d’un ou de ces 
deux organes furent admis l’h6pital; 
douze de ces cas furent traités chirurgi- 
calement. Il y eut dix cas de résection 
gastrique. Il n’y eut aucun deécés. 
L’auteur insiste pour la simplification 
de la technique chirurgicale. L’auteur 
suggére des méthodes qui diminuent la 
morbidité et la mortalité de la chirurgie 

gastrique et duodénale. 
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RESU MEN 


En este articulo se pasa revista a los 
experimentos realizados sobre cirugia 
gastro-duodenal en un hospital naval. 
De los 91 casos admitidos con lesiones 
de dichas zonas, 12 (o sea al 13%) 
fueron tratados quirurgicamente. Las 
intervenciones realizadas incluian 10 
resecciones gistricas. No hubo ningun 
caso de mortalidad. El autor, de 
acuerdo con su experiencia, recomienda 
ciertos métodos que han disminuido la 
morbilidad y mortalidad quirdrgica. 
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Perianal Suppuration 


IVOR BACK, M.B., B.Cu. (Camb.), F.R.C.S. (Eng.), F.1.C.S.* 
LONDON, ENGLAND 


AM concerned to set forth in this 
| article my views on perianal sup- 

puration because I think that its 
exact pathology is not appreciated suf- 
ficiently widely. In the current text 
books, ischiorectal abscess is ascribed to 
a multitude of causes, which include 
pelvic suppuration, periurethral abscess, 
necrosis of the ischium and so forth. It 
is true that any of these conditions may 
set up an abscess in the ischiorectal 
fossa, but they do so only in a very small 
percentage of cases and in these in- 
stances the abscess is a secondary phe- 
nomenon. In my opinion a primary 
ischiorectal abscess comes from one 
cause and one cause only—infection 
through a minute tear in the mucous 
membrance of the anal canal. The tear 
occurs always at the same level, i.e., 
between the external and_ internal 
sphincters. 

To understand why this should be so, 
it is necessary to refer to the anatomy 
of the part. This area is vulnerable 
because it is the level at which in the 
process of development the hind gut 
joined the proctodeum. It is represented 
in the adult by the valves of Ball at the 
bottom of the columns of Morgagni and 
by the anal papillae. The anal papillae 
are pale pennant shaped protrusions of 
mucous membrane, five to eight in num- 
ber, which surround the bowel. They 
are the vestigial remnants of the septum, 
just as the carunculae myrtiformes are 
of the hymen. I am convinced that all 
primary perianal suppuration starts 
from an abrasion of one or other of 
these structures by a constipated mo- 
tion, through which an infection by the 
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streptococcus fecalis is enabled to make 
its way to surrounding tissues and, like 
other infections, it follows the path of 
least resistance. 

The infection therefore usually travels 
first downwards between the skin and 
the external sphincter and then out- 
wards into the loose areolar tissue of 
the ischiorectal fossa, where it forms an 
abscess. My own experience, which is 
contrary to the popularly accepted view, 
is that the path of infection only makes 
its way directly outwards between the 
two sphincters in quite a small per- 
centage of cases (something under 15 
per cent). But, whichever way it goes, 
in every case of ischiorectal abscess 
there is an internal opening which can 
be found by an expert. This opening 
may be missed even when it is looked 
for, even by one who is aware of this 
fact (a) because it is exceedingly small, 
often not larger than a pin’s head, and 
(b) because it is sought for too high up. 
Occasionally the internal opening is 
large enough to allow the pus to escape 
through it and be discharged per rectum. 
This is the condition which is ill-named 
‘a blind internal fistula.’’ 

If one is to treat an _ ischiorectal 
abscess successfully, it is essential to 
appreciate these details. It should be 
opened as soon as it is diagnosed or it 
will go on burrowing and with each 
day’s delay the operation will become 
more difficult. 

But how to incise it? In many text- 
books, a cruciform incision in the ischio- 
rectal fossa is advocated. I can never 
understand why. I can only suppose 
that this is a legacy from one of our 
forefathers in surgery which has been 
handed down through the centuries and 
copied from one textbook to another 
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without critical consideration. Apart 
from its being a venerable tradition, 
it has nothing to commend it. The 
proper course is to make a pyriform 
incision over the abscess, the stalk of 
which is carried up to the internal open- 
ing, so that the whole area is exposed 
as in fig. 1. The skin included in the 


\ 


Fig. 1. Drainage of anischiorectal abscess. The 
stalk of the pear is the internal opening. Note the 
large area of skin which is excised. 


lines of the incision must be excised. 
If the internal opening is not identified, 
a fistula will inevitably result. Occa- 
sionally, however, there is so much 
edema of the part that it is very diffi- 
cult to follow the track of its origin. In 
this case, the abscess should be merely 
incised and drained. But it must be 
recognized that a second operation will 
be required for the resulting fistula 
as soon as the active inflammation has 
abated. 

Sometimes the original infection 
travels from the internal opening 
directly upwards under the mucous 
membrane. When it does this it forms 
a submucous abscess. On rectal exami- 
nation, an elongated elastic swelling can 
be felt extending up the wall of the anal 
canal and the lower part of the rectum 
for two or three inches (5 to 7.5 em.) 
In shape, it resembles a length of ordi- 
nary lead pencil. When this submucous 
extension is present the internal open- 
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ing must be identified. A director is 
passed up from the opening until its tip 
abuts against the blind extremity. The 
overlying mucous membrane is then 


EXTERNAL 
SPHINCTER 


Fig. 2. Mucocutaneous fistula. 


Fig. 3. The commonest variety of fistula-in-ano. 


divided longitudinally. It may be very 
difficult to control the bleeding by liga- 
ture, especially at the upper end, and 
on more than one occasion I have had 
to send the patient back to bed with 
Spencer-Wells forceps left in situ. 
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I have dealt with the subject of ischio- 
rectal abscess and submucous abscess 
in some detail because it has such an 
intimate connection with that of peri- 
anal fistula. There are only three 
varieties of perianal fistula, (a) mar- 
ginal, (b) ischiorectal proper, and (c) 
pelvirectal. 


(a) Marginal fistula. 

This is a small track, subcutaneous in 
all its length, at the anal orifice. Both 
its openings are in the skin. It is the 
end result of a perianal hematoma (the 
so-called thrombosed external ‘‘pile,’’ 
which is not a ‘‘pile’’ at all) which has 
discharged spontaneously at two places, 
as it sometimes does (fig. 2). 

All that is necessary is to slit up the 
track, whereupon healing takes place in 
four or five days. 


(b) Ischiorectal fistula. 


This is, as I have described, the end 
result of an ischiorectal abscess which 
has (i) burst spontaneously or (ii) been 
opened without tracing it to its souree. 
This state of affairs is shown in fig. 3. 

The whole track must be laid open 
from one opening to the other; this can 
be done, as will be seen by reference to 
the diagram, without dividing the exter- 
nal sphincter. When performing this 
operation, surgeons are quite often 
under the impression that they have 
divided the sphincter, when in fact they 
have not done so. The misconception is 
due to the fact that the track is often 
much indurated and the thickened tissue 
is mistaken for the muscle itself. 

Occasionally there exists a second in- 
ternal opening some inches higher up 
than the first, a much more complicated 
state of affairs. This occurs when the 
original infection travelled in two direc- 
tions simultaneously, (a) outwards into 
the ischiorectal fossa and (b) upwards 
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under the mucous membrane to form a 
submucous abscess which opened spon- 
taneously at its upper limit. This con- 
dition is shown in fig. 4. I call it the 
‘‘fistula with high internal opening.’’ 


TRACK OF 
FISTULA PROPER | 


Fig. 4. The usual explanation of the fistula with 
a high internal opening. 


Fig. 5. This form of fistula is very rare. 


In this case the operation should be 
done in two stages, preferably at the 
same sitting. First the lower track 
should be laid open as in the operation 
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for the condition shown in fig. 3, and 
then the mucous membrane divided over 
a director which has been passed from 
the low to the high internal opening, as 
in the operation for submucous abscess. 
It is of cardinal importance to recognize 
this condition when it is present and to 
realize that when there is a high internal 


_/STRAIGHT TRACKOF 
\ ANTERIOR FISTULA 
| 
1 

CURVED TRACK OF 
POSTERIOR FISTULA / 

Fig. 6. The internal opening of fistulae in the lower 
half of the clock is invariably at 6 o’clock, In 
the upper half, the internal opening is always in 
a straight line between it and the hypothetical center 
of the anus. 


opening there is always a lower one as 
well, Failure to appreciate this may 
lead to disastrous results. I have seen 
more than one case in which intractable 
incontinence has ensued from an opera- 
tion at which a director had been for- 
cibly pushed ‘‘across country’’ from the 
external opening to the high internal 
one and all the intervening tissue ruth- 
lessly divided. 

In the small percentage of cases in 
which the track runs between the two 
sphincters we have the state of affairs 
shown in fig. 5. 

In this case it is obvious that, if the 
track is to be laid open thoroughly, the 
external sphincter must be divided. But 
here a word of caution is necessary. It 
is quite safe to divide the sphincter at 
right angles to its fibers, i.e., in a direc- 
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tion radiating from the center. The cut 
surfaces will unite and no harm will 
ensue. But if it is divided obliquely, the 
cut surfaces fall apart and partial or 
total incontinence may result. 

It is therefore important to appreciate 
the relation of the track to the external 
sphincter. This muscle is not, as is com- 
monly supposed, a complete ring. It is 
more in the nature of a horseshoe whose 
convexity looks forward and whose pos- 
terior ends decussate and are carried 
backwards to the coceyx. The mucous 
membrane is less well supported as it 
lies over the point of decussation than 
it is in the rest of the circumference of 
the anal canal; it is here, therefore, that 
it is most likely to be torn. This accounts 


for the facts that (i) a posterior fistula | 


is more common than an anterior one, 
and (ii) that in the two cases there is 
a difference in the relationship of the 
external to the internal opening. It is 
most simply explained if we take an 
enlarged view of the anus in the lithot- 
omy position and regard it as the face 
of a clock (fig. 6). 

If the external opening is behind the 
3 o’clock-9 o’clock line, the internal 
opening is invariably at 6 o’clock and 
the track starts by going directly back- 
wards because this is the line of least 
resistance. It then pursues a curved 
course to the external opening. It is 
important to realize this because if one 
passed a director forcibly from one 
opening to the other, one would divide 
the sphincter obliquely. So I always 
look for the internal opening first, and 
if I do have to divide the sphincter I 
incise it directly backwards and then 
follow the track from that point to its 
external opening. In this way there is 
no danger of causing incontinence. 

But if the external opening is anterior 
to the 3 o’clock-9 o’clock line, the inter- 
nal opening is always in a straight line 
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between it and the hypothetical center 
of the anus (# in the diagram) and a 
director can be passed directly from one 
opening to the other and the included 
tissues divided without fear. 

There is another difference between 
the fistula in front of the meridian and 
the fistula behind it. The anterior one 
has usually a single external opening 
but the posterior one may have many 
and may even extend across to the other 
side. Many fanciful names have been 
bestowed upon it according to the 
position of its openings (watering-can, 
butterfly, horseshoe fistula, ete.) but how- 
ever many external openings there may 
be, the internal one is single and is 
always at 6 o’clock Of course, if there 
are multiple external openings, after 
dividing the sphincter backwards, each 
track must be followed and opened up 
in turn. 

In every case the after treatment is 
the same. The wound should be lightly 
packed with gauze; and when I say 
lightly I mean lightly. This dressing 
comes away with the first motion for 
which I allow the patient to use a com- 
mode. Afterwards the gauze should be 
renewed daily to prevent the wound 
bridging over, as it has a tendency to do. 
But every day the packing should be 
smaller and lighter until the wound 
granulates. 


(c) Pelvirectal fistula. 


This is not primarily a rectal con- 
dition. The external opening is the ex- 
ternal vent of a pelvic abscess of one 
sort or another which has made its way 
through the fibers of the levator ani 
(fig. 7). 

It can be recognised with ease because 
(a) there is no internal opening and 
(b) a probe-pointed director can be 
passed up parallel with the bowel, some- 
times as far as its whole length, to the 
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alarm of the onlookers. The treatment 
is of course that of the primary condi- 
tion. No operation from below is of any 
value at all. 

A perianal fistula may be tuberculous 
in origin and much energy has been 
expended in trying to prove the exact 
percentage which is due to this cause. 
It is, in my own experience, quite a small 
one. A tuberculous fistula can be recog- 
nized with comparative ease because 
(a) the external opening is purplish and 


Fig. 7. Pelvirectal fistula. 


unhealthy looking and (b) the internal 
opening is much larger than in an ordi- 
nary fistula, is less indurated and its 
edges irregular. 

A tuberculous fistula-in-ano may have 
been caused by the swallowing of in- 
fected sputum. Therefore when a fistula 
is suspected of being tuberculous, the 
patient should be examined for pulmo- 
nary tuberculosis. If phthisis is present 
the rule is to treat the patient and not 
the fistula, unless it is causing him undue 
discomfort. If it does become necessary 
to operate, the rules which I have laid 
down for the ordinary types of fistula 
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are equally applicable for the tubercu- 
lous variety. 


SUMMARY 


The author points out how frequently 
errors of diagnosis are made with re- 
gard to perianal abscesses. After a brief 
review of the embryology of the area 
concerned, he describes what he believes 
to be the invariable true course and be- 
havior of such lesions. He then gives 
a detailed account of his operative pro- 
cedures for each of the several forms 
of the condition likely to be encountered. 

In the final paragraph, he mentions 
tuberculous fistulae and proposes a 
method of treatment. 


RESUME 


Les erreurs de diagnostic en fait 
d’abcés périnéaux sont  fréquentes. 
Aprés une bréve revue de |’embryologie 
de la region, il décrit un traitement des 
lésions de cette région. Il décrit les 
traitement appropriés de ces différentes 
conditions. A la fin de sa communica- 
tion, il discute les fistules tuberctileuses 
et propose une méthode de traitement. 


(Continued from page 187) 
tions and chest radiography. Periodical 
mass radiography of groups of persons sus- 
pected of disease of the lungs, of contacts 
with open disease, of persons whose lungs 
are subjected to noxious fumes or dusts is 
a useful and beneficial accessory to medical 
examination. 

Periodical mass radiography of groups 
such as the services, civil or military, the 
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RESUMEN 


Kl autor hace resaltar la frecuencia 
con que se cometen errores diagndsticos 
en relacién con los abscesos perianales, 
Después de un analisis de la embrio- 
logia de la regién citada, se describe 
aqui lo que el autor estima como verda- 
dero curso invariable y el comporta- 
miento de tales lesiones. A continuacién 
expone los detalles de su técnica opera- 
toria para cada uno de los diferentes 
tipos de lesiones mas frecuentes en la 
practica. Finalmente, se mencionan las 
fistulas tuberculosas y se propone un 
método de tratamiento para ellas. 


CBon 


ABTOp yKa3bIBaeT 4aCTOTyY OWHOOK B 
aOcieccoB 
cme KpaTKoro o6o3peHuA 
3TOH OONaCTH OH OMMCbIBaeT MO ero 
ABJIACTCA MyTeM H 
MOBeseHHeM 3THX NOpaxeHHi. 3aTeM OH 
flaeT jleTaibHoe ONepaTHBHOH 
TeXHHKH KaxKOH H3 HECKOJbKHX HaliOosee 
BePOATHLIX (POpM ITOH B 
yeHHe OH yNOMHHaeT TyOepKye3HbIe CBH- 


inmates of institutions will permit of the 
detection, segregation or exclusion of those 
with positive radiographic signs. Mass radi- 
ography of groups of civilians by one exami- 
nation is essentially the initial stage of a 
research measure from which we may obtain 
more or less valuable information but it 
cannot be regarded as a material contribu- 
tion in itself to preventive medicine. 


MAR.-APR. 
1946 


in 
a 
ir 
d 
in 
ti 
bi 
re 
by 
m 
tu 
gu 
g0 
ivi 
ha 
of 
me 
be 
tic 
co’ 
a 
ne 
Th 
sta 
in 
fier 
boc 
imr 
the 
tiss 
anc 
“ The 


Rebuilding Bony Depressions of the Face and Skull 


MORTON I. BERSON, M.D.* 
NEW YORK CITY 


RACTURES of the cranial bones, 
it particularly in the frontal, zygo- 
matic, nasal, chin, malar, and 
infraorbital areas, are more preponder- 


ant because of the increase of hazards . 


in industry and military occupations. 
The correction of these contoural 
defects is essential mostly for cos- 
metic reasons since function is rarely 
impaired. 

Failure to correct the fractures at the 
time of injury greatly lessens the possi- 
bility of repositioning these bones by 
refracturing and leverage. Replacement 
by graft tissue remains, then, as the only 
method of correcting old depressed frac- 
tures. The method of repair and the 
most suitable graft material must be 
given careful consideration. 

Many alloplastic materials such as 
gutta percha, latex, vaseline, paraffin, 
gold, silver, lead, amber, aluminum, 
ivory, hard rubber, and animal bone 
have been used to fill old depressions 
of the face and skull. Recent experi- 
ments with the use of tantalum have 
been made. This last is beneficial, par- 
ticularly where there is a good bed or 
covering of soft tissues. However, it is 
not advisable to place it directly under 
a thin covering of skin as would be 
necessary in many skull depressions. 
The reasons for the use of such sub- 
stances are that they can be obtained 
in any size graft, molded without dif- 
ficulty, easily sterilized, and their use 
eliminates surgery of other parts of the 


body. These alloplastic materials give — 


immediate esthetic results, but since 
they do not become a part of the host 
tissue, they may produce inflammation 
and there is danger of eventual expul- 
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sion of the implant. These foreign sub- 
stances maintain the temperature of the 
atmosphere; in zero weather, the for- 
eign substance becomes extremely cold 
and the host tissue becomes blue. Like- 
wise, in hot weather the host tissue be- 
comes reddened. Due to the harmful 
sequelae resulting from the use of these 
implants, their application is not advis- 
able. However, in cases where immedi- 
ate protective repair is necessary and 
where the general condition of the 
patient does not permit long operations, 
cadaver cartilage or alloplastic mate- 
rials may be used until more satisfac- 
tory repairs are permissible. 

Dermal grafts, fat, and fascia lata are 
not suitable for filling in bony depres- 
sions. They are good for depressions 
resulting from the loss of soft tissue, as 
in building up lower lids and hollow 
cheeks due to absorption of buccal pads 
of fat. The sebaceous glands and hair 
follicles of the dermal graft are found 
to disappear completely and the graft 
remains as a part of the living organism. 

Bone grafts are used where a rigid 
supporting structure is required and 
where a depression is too deep to be 
repaired by rib cartilage. However, it 
is not advisable to use split bone grafts 
where cartilage can be substituted. The 
bone is much more difficult to carve to 
the required shape. 

Experimental evidence has proved 
that preserved cartilage shows an early 
reaction in the host tissue surrounding 
the implant and the formation of a thick 
connective tissue capsule for the dura- 
tion of about one month. From that time 
until two years after implantation the 
sections show slow, gradual invasion of 
fibrous tissue and partial absorption, 
and in some cases, complete loss occurs 
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leaving a scalloped effect. Preserved 
cartilage does not resist infection and 
necessitates an especially good bed with 
no tension on the wound. Implantations 
of pickled cartilage have given excellent 
results inasmuch as they were placed in 
the abdominal walls and had an excel- 
lent bed, but the beds over the nose and 
face are undoubtedly not as good as 
those in the abdominal walls. Because 
of these factors it is not satisfactory as 
a filling substance in the type of work 
under discussion. 

Autogenous costal cartilage is the 
most satisfactory material for the repair 
of facial and skull defects. The removal 
of this cartilage is easily performed 
under local anesthesia. In all cases the 
patient is ambulatory in five days and 
has no postoperative complications. 
The graft, when tempered, retains its 
contour and is not subject to absorption. 
Because it is nourished by lymph, it 
takes readily, retains its normal struc- 
ture and becomes a part of the living 
organism, attaching itself so firmly that 
it necessitates a chisel to separate it 
from its attachments. The technic for 
the correction of these depressions is as 
follows: 


A mask is made of the face pre- 
operatively. On this mask, a plaster of 
paris model for the cartilage transplant 
is made to conform to the defect. This 
model is sterilized and used as a guide 
in shaping the graft. 

Local anesthesia is infiltrated into the 
superficial and deep tissues of the defect 
area. A pocket is prepared for the graft 
by incision and undermining the depres- 
sion. If there is no preexisting scar 
over the defect area, the original incision 
should be made in the most inconspicu- 
ous place. In a frontal depression, the 
incision is best made in the eyebrow or 
in the sealp (fig. 1) ; for a malar depres- 
sion, in the grooves formed at the junc- 


BONY DEPRESSIONS 


244 


MAR.-APR. 
1946 


tion of the auricle (fig. 2); for a chin 
depression, a semicircular incision under 
the margin of the chin (fig. 3); and for 
a saddle nose, an intranasal incision 
(fig. 4). Bleeding is controlled by pack- 
ing and pressure. The recipient area is 
then covered with steril sponges. 


line and location of graft. C. Schematie diagram 
showing location of frontal bone depression. D. In- 
troduction of shaped costal cartilage. 


The necessary seetion of cartilage for 
the inlay graft is acquired as follows: 
Local anesthesia is infiltrated into the 
superficial and deep tissues at the chosen 
site for the rib resection. The cartilage 
is exposed through a vertical incision 
10 em. long and 5 em. from the mid- 
sternal line, so that the middle of the 
incision is over the seventh costal earti- 
jage. The incision is deepened to the 
rectus muscle, which is separated in the 
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direction of its fibers, and the seventh, 
eighth and ninth costal cartilages are 
exposed at their sternal junction. The 
model for the transplant is placed over 
the exposed cartilage and outlined with 
a knife on the perichondrium. By means 
of a raspatory, the perichondrium is 
undermined around and under the suf- 


Fig. 2.—A. Depressed fracture of the malar and 
infraorbital area, B. Corrected by costal cartilage 
graft, showing suture line and location of graft. 
C. Schematic diagram showing fracture location. D. 
Introduction of cartilage graft. 


face of the ribs for the desired distance. 
The ends of the cartilage are cut through 
with cartilage shears and a section of 
cartilage is removed. It is best to re- 
move one large section of cartilage 
rather than several small pieces, as the 
former is easier to carve to the desired 
shape. All the sharp edges of the ex- 
posed ends of the cartilage are beveled. 
The severed vessels are clamped and 
ligated. The chest wound is closed in 


MORTON I. BERSON 


J. INTERNAT. 
COLL. SURG. 


layers, dry gauze dressing applied, and 
strips of adhesive are placed firmly over 
the chest. 

To shape the graft cartilage, the peri- 
chondrium is completely stripped and 
the preoperative model used as a guide 
in molding the cartilage. Where a sharp 
curve or angulation is desired in the 


‘graft, a section of the perichondrium 


should be retained on one side to act as 
a hinge. To retain the shape of the car- 
tilage graft and to prevent distortion 


} 
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Fig. 3.—A. Receding chin, B. Corrected by costal 

cartilage graft. C. Perichondrial surface of costal 

cartilage graft is placed in contact with mandible. 

Grooves on outer margin produce natural curve. 

Graft is then immobilized by sutures passed through 
the margins of the periosteum of the bone. 


and buckling, the graft cartilage is 
placed in a glass containing merthiolate 
solution. The glass is then placed in a 
beaker of water which is allowed to boil 
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for ten minutes. Upon removal from 
the beaker, the cartilage is immersed in 
cold, sterile, physiological solution of 
sodium chloride for fifteen minutes. It 
is then ready for insertion into the pre- 
pared pocket. <A catgut suture is in- 
serted at each extremity of the shaped 
cartilage. The graft is then inserted in 
the pocket and anchored by means of 


Fig. 4.—A. Traumatic saddle nose. 3B. Model for 

rib cartilage implant. C. Insertion of cartilage graft 

for dorsal and columellar support. D. Saddle nose 
reconstructed. 


these sutures, to the periosteum of the 
defect area. The subcutaneous tissues 
are sutured with catgut and the margins 
closed with a subcuticular suture. The 
epidermis over the line of suture is 
scraped so that the scar is practically 
obliterated by the epithelization of the 
abraded surfaces. Mesh gauze covered 
with 5 per cent sulfathiazole oint- 
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ment is placed over the abraded area 
and a pressure dressing is applied for 
immobilization. 


CONCLUSIONS 


Restoration of contoural facial and 
skull defects by cartilage inlays is of 
definite value where the defects are due 
to old depressed fractures, and where 
refracturing or repositioning the de- 
pressed bone is inadvisable or impos- 
sible due to loss of bone. Autogenous 
cartilage has been proven experimen- 
tally and clinically to be the best material 
for use in the repair of these depres- 
sions. It is readily obtainable, is easy 
to shape, retains its normal structure, is 
not subject to absorption, will not curl 
or buckle if properly treated, resists in- 
fection, and becomes part of the host 
tissues. 


SUMMARY 


The author states that rebuilding 
bony depressions in the face is usually 
needed for cosmetic rather than func- 
tional reasons. He discusses various 
materials and methods that have been 
tried, with his reasons for believing they 
are not as satisfactory as could be 
wished. He outlines in some detail his 
own method, which consists in shaping 
and inserting sections of costal cartilage 
through inconspicuously placed inci- 
sions, and shows how a minimum of 
scarring may be obtained. 


RESUME 


L’auteur dit que la réconstruction des 
dépressions osseuses de la figure est 
indiquée généralement pour des raisons 
cosmétiques plutdt que pour des besions 
fonctionnels. Il discute les différentes 
méthodes employées et nous donne ses 
raisons pour lesquelles ils les croient 
insuffisantes. II décrit la méthode qu’il 
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emploié cette méthode consiste a tailler 
des sections des cartilage costaux et en 
les insérant apres modelage au moyen 
d’incisions plus ou moins cachées. Il 
obtient par sa méthode des cicatrices 
peu défigurantes. 


RESUMEN 


El autor hace constar que la repara- 
cién de las depresiones 6seas en la cara 
se llevan a cabo, por lo general, con 
fines estéticos y no por motivos fun- 
cionales. Se discute en el presente 
trabajo diversos materiales y técnicas 
que han sido empleados al caso, afir- 
mandose que no son todo lo satisfactorio 
que seria de desear. El] autor describe 
su. propio método que consiste en 
modelar, y luego insertar en sitio, sec- 
ciones de cartilago costal, realizando 
para ello una incisién en unlugar poco 
visible de la cara para aumentar los 
resultados estéticos; se muestra en el 
articulo aqui resumido al minimo de 
cicatriz resultante. 
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ABTOPp 3aABJAeT, UTO NepecTpolKa KOCT- 
HHMaeTCH MO KOCMeTHYeCKHM, a He (PYHK- 
TIpHHHaM. On oOcyxaeT 
pa3Hble MaTepHaJbl H MeTOJbI, MpHMeHeH- 
Hble CHX NOp, CBOH MOBO, 3a- 
erO AYMaTb, UTO OHH 
CTATOUHO OH 
HO OMMHCbIBaeT CBOIO MeTOsLY, COCTOALLYIO 
H3 (POPMHpOBaHHA BBeEJCHHA CeEKTOPOB 
peOepHoro xpsula yepe3 pa3spe3bl, mome- 
B MeCTe, a 
MOKa3bIBaeT, KaK OOpecTH 
py6eu. 
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Cancer of the Larynx 


Radiotherapeutic and Surgical Considerations* 


EDUARDO CACERES, M.D.+ 
UNIVERSITY OF SAN MARCOS, LIMA, PERU 


HE purpose of this communica- 

tion is, first to present certain 

advances in irradiation of laryn- 

geal cancer, and second, to discuss some 

surgical aspects with special reference 
to laryngectomy following irradiation. 

The standard classification of laryn- 
geal cancer recognizes two forms: in- 
trinsic and extrinsic. The intrinsic 
group includes lesions originating in 
the ventricles, true cords and subglottic 
region. The extrinsic group includes 
lesions originating in the false cords, 
epiglottis, aryepiglottic folds and pyri- 
form fossae. Lesions originating in the 
false cords are designated as intrinsic 
by some authors and as extrinsic by 
others. It has been suggested that the 
free border of the false cord should be 
considered as the dividing line. Actu- 
ally, it is often difficult to determine the 
exact point of origin of a lesion, espe- 
cially when the disease has become 
advanced. Generally speaking, laryngol- 
ogists regard intrinsic lesions as being 
operable and extrinsic lesions as being 
inoperable. The presence of a metas- 
tasis to the cervical lymph chain is also 
regarded as a sign of inoperability by 
most laryngeal surgeons. 

With rare exceptions, the histologic 
structure is that of epidermoid carci- 
noma. Lesions arising on the true 
cords are generally squamous in type, 
whereas those arising on the false cords, 
epiglottis, aryepiglottic folds and pyri- 
form fossae are more frequently undif- 
ferentiated. Also, the undifferentiated 

* Read at Tenth National Assembly, U. S. Chapter, 


Washington, D. C., Dec. 6, 7, 8, 1945. 
t Fellow at the Chicago Tumor Institute. 
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elements are often mixed with squamous 
foci. Contrary to many statements in 
the literature, squamous carcinoma of 


a 
Lise 

Fig. 1.—Squamous-cell carcinoma of the larynx. 

Some areas show more differentiation than others. 


Fig. 2.—Undifferentiated type of epidermoid car- 
cinoma of the larynx. 


the larynx is not radioresistant, provid- 
ing that the disease is not deeply in- 
filtrating and providing also that the 
irradiation is adequate (figs. 1 and 2). 

It is regrettable that, even though 
hoarseness is an early symptom in 95 
per cent of the carcinomas arising on 
the true cord, most patients suffering 
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from this disease still reach us in the 
late stages. Thus, out of 413 consecu- 
tive cases of cancer of the larynx re- 
ported by Cutler® only 88, or 20 per 
cent, were in the early stage. An 
analysis of our statistics indicates a 
delay of approximately nine months 
from the time that a patient develops 
hoarseness until a laryngeal examina- 
tion is performed. An additional nine 
months elapses before treatment is 
begun. This delay of approximately 18 
months accounts for the continued high 
mortality. 

Important advances have been made 
in recent years in the effectiveness of 
X-ray and radium treatment of this dis- 
ease. This progress has raised the 
important question as to the extent to 
which irradiation is justified in operable 
laryngeal cancer. When the lesion is 
limited to one vocal cord and has not 
reached the anterior or posterior com- 
missure, it is curable by laryngofissure 
in approximately 80 to 85 per cent of the 
cases (Chevalier Jackson’? reports 82 
per cent, New"! 83 per cent). Hence, 
one hesitates to abandon this valu- 
able and standard procedure for new 
methods. At the same time, recent re- 
ports indicate that these lesions are also 
curable by adequate irradiation in about 
the same percentage, with the advantage 
that the voice is more nearly normal. 
This fact renders it desirable that cases 
for laryngofissure be selected with the 
greatest care and always with the knowl- 
edge of the recent results of irradiation 
for these early lesions. 

A more interesting group is that in 
which the choice must be made between 
irradiation and total laryngectomy ; it is 
in this group that important advances 
have recently been made at the Chicago 
Tumor Institute. We have found that 
many lesions much too advanced for 
laryngofissure are curable by concen- 
trated radiotherapy providing the struc- 
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tures are still not completely fixed by 
the tumor. It should be emphasized that 
when the structures are completely fixed 
by the neoplasm, laryngectomy is the 
procedure of choice. In this connection, 
it should be pointed out that fixation 
may be due to inflammation, especially 
following one or more biopsies, but usu- 
ally indicates deep infiltration by the 
tumor. 

It often occurs that the lesion is of 
borderline operability, or that the pa- 
tient refuses total laryngectomy, or that 
he desires to be treated by radiation, 
provided that a laryngectomy can be 
performed if the radiation is not suc- 
cessful. The question then arises as to 
whether laryngectomy can be performed 
with safety following a course of irradi- 
ation. This question has been answered 
in the affirmative by various authors, 
namely: Brunschwig of the University 
of Chicago," Bernheimer of Chicago,’ 
Lenz of Columbia University,® Figi of 
the Mayo Clinic * and Cutler of Chicago.‘ 

Microscopic studies by Borak,* Wol- 
bach’” and Brighton*® of irradiated 
tissues reveal that the changes produced 
by irradiation are fibrosis and thicken- 
ing of the small blood vessels, with vary- 
ing degrees of degenerative changes in 
the muscle due to interference with cir- 
culation. It is reasonable to assume that 
with improvements in the technique of 
the administration of radiation, particu- 
larly with the use of small fields, these 
alterations in the normal tissues can be 
reduced to a minimum. 

I have made an analysis of eleven pa- 
tients who have been subjected to total 
laryngectomy from three to forty-six 
months after radiotherapy. All of them 
received heavy doses of X-ray or radium 
or both. In all but two cases, the pa- 
tients were treated on both sides of the 
neck. In nine cases, laryngectomy was 
performed for uncontrolled or recurrent 
disease and in two cases for radio- 
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necrosis. Ages of the patients ranged 
from 38 to 62 years. Six were over 50 
and one was over 60 years of age. All 
but one patient were subjected to total 
laryngectomy and one to panlaryngec- 
tomy. Most of the patients were oper- 


Fig. 3.—Laryngectomized specimen 3 months after a 
eyele of 5,550 roentgen units of x-rays, showing un- 
controlled disease of the right true and false vocal 
cords. Fig. 4.—Surgical specimen showing recurrent 
disease of the left true vocal cord, false vocal cord 
and ventricle. Laryngectomy was performed after a 
cycle of 78,000 mgm hrs. (Radium Pack) and 6,600 
roentgen units of x-rays. 


ated upon by Dr. L. B. Bernheimer. The 
interval between irradiation and opera- 
tion was as follows: four cases within 
six months, two cases within one year, 
three cases within two years, and two 
cases after two years. In all but one 
case, the lesion originated in the true 
cord with extension to the false cord 
and other structures. In the one case, 
the lesion was very extensive, requiring 
radical panlaryngectomy; this case is 
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free of disease after one year. There 
were no operative deaths. Two patients, 
or 18 per cent, are free of disease five 
years after operation. Eight, or 73 per 
cent, are free of disease after from six 
to twelve months. One patient is alive 
but probably has a recurrence (figs. 3 
and 4). 

No formidable difficulties were expe- 
rienced at operation as a result of ir- 
radiation. It has been noted, however, 
that the bleeding was slightly more 
marked, that cleavage planes were 
masked and the tendency to heal some- 
what delayed. The wounds frequently 
did not heal by primary intention, but 
even in non-irradiated cases a pharyn- 
geal fistula is a common complication 
following laryngectomy. The conclusion 
ean be drawn that there is no sig- 
nificant operative or postoperative con- 
traindication to laryngectomy after 
irradiation. 


SUMMARY AND CONCLUSIONS 


1. Radiotherapy is an increasingly 
important method of treatment for 
cancer of the larynx. 

2. Under special conditions irradia- 
tion is preferable to laryngectomy. 

3. Early lesions of the true cord suit- 
able to laryngofissure are curable either 
by surgery or irradiation in about the 
same percentage of cases. 

4. Irradiation is not a contraindica- 
tion to subsequent total laryngectomy. 


SOMMAIRE 


D’aprés ses observations au Chicago 
Tumour Institute, l’auteur est d’avis 
que la roentgen-thérapie est d’une im- 
portance grandissante dans le traite- 
ment du cancer du larynx. Sous 
certaines conditions, il est préférable a 
la laryngectomie. A la premiére péri- 

(Continued on page 281) 
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Exstrophy of the Ileum Through a Patent 


Omphalomesenteric Duct With Strangulated 
Umbilical Hernia 


Case Report 


DONALD V. CLARK, M.B. (Tor.), M.D., F.I.C.S. 
DETROIT, MICHIGAN 


NICE problem of diagnostic dis- 
A cernment and therapeutic judg- 
ment is associated with the 
umbilical region in infancy. Simple 
excess granulation tissue, polyps or 
polypoid formations, cysts, diverticula, 
tumors, remnants of the omphalomesen- 
teric duct, fistula, patent duct, prolapse 
of the bowel through a slit in the wall 
of the cord or through a patent duct, 
or hernia may be seen, singly or as cor- 
related conditions by pediatricians or 
surgeons. 

An extremely interesting example of 
congenital anomaly at the umbilicus re- 
cently came under my care for emer- 
gency surgery. The patient was a baby 
boy with a sausage-shaped mass lying 
on the abdominal wall. It was covered 
with mucosa and dark in color, due to 
strangulation at the umbilicus. The his- 
tory of the case began with what seemed 
to be a simple excess of granulation 
tissue which was removed by cautery. 
A feeal fistula followed which failed to 
close under conservative treatment. 
Next, a mucosal bud appeared in the 
opening. Sterile dressing was reap- 
plied, but the following morning ex- 
amination revealed that a dramatic 
situation had developed, best described 
in the title of this article. 

Cullen’s book ' on the ‘‘Umbilicus and 
Its Diseases’’ (1916), discusses each 
anomaly and disease very fully, each 
condition being seen against a very 
complete baekground of embryologic 
growth and development, together with 
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a very adequate description and illus- 
tration of the normal anatomy of the 
region. 

A comparable background for the 
rather rare anomaly to be discussed 
here cannot be given within the limits 
of this article, hence the reader is re- 
ferred to the comprehensive study in 
Cullen’s text with selected illustrations, 
case histories, and drawings. 

It may be pointed out that it is a 
rather common practice to use the 
cautery for removal of granulation 
tissue and polypoid formations about 
the umbilicus, and that Cullen suggests 
the use of the cautery to effect a closure 
in cases of patent omphalomesenteric 
duct. He says: ‘‘The most satisfactory 
results have been obtained from the use 
of caustics or the actual cautery, or 
from the application of a ligature to the 
umbilical growth.’’ Cullen goes on to 
cite instances in which intestinal ob- 
struction occurred as a later complica- 
tion and concludes that removal of the 
umbilicus and the fistulous tract gives 
best permanent results. 

The compilation of cases of pat- 
ent omphalomesenteric duct, untreated, 
treated conservatively, or treated radi- 
cally, analyzed by Morgan (1942), 
points definitely to the same conclusion. 

Morgan,” tabulating the cases in Cul- 
len’s text and adding others down to 
his own case in 1942, states that, in 
all, there were 105 cases of persistent 
patent omphalomesenteric duct. A few 
were included which were found only 
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at autopsy on premature infants. In 
nineteen cases treated conservatively or 
by ligature or caustics, healing occurred 
in 17, no healing in one and death in 
one (conservative treatment). In a 
tabulation of 42 cases treated by radical 
resection, recovery occurred in all but 
five. Morgan’s case is one of fecal 
fistula. When the cord sloughed off on 
the ninth day, a small butt of what was 
considered granulation tissue presented 
at the navel. After leaving the hospital, 
the mother reported a fecal discharge. 
At the apex of the bud, a small opening 
gave entrance to a probe downward and 
to the right for a distance of 344 em. 
The bud was seen slowly to protrude 
and stand, erect and tense, about 1 cm. 
above the navel; then it would gradu- 
ally recede, until drawn inward, giving 
the navel a practically normal appear- 
anee. Such changes were thought to be 
due to peristalsis. The condition was 
explained to the parents and watchful 
waiting was continued until the boy was 
one year old, no untoward incident hav- 
ing oceurred. During this period of 
waiting, the treatment was solely in the 
interest of cleanliness and the avoid- 
ance of skin irritation. At operation, 
the fistulous tract was completely re- 
moved and recovery was uneventful. 
Cases of prolapse through the fistu- 
lous tract are reported very infre- 
quently; it occurred in 26 of the cases 
reviewed by Morgan. These cases are 
presented in a separate table and the 
outcome is quite different in these cases. 
Obstruction of the intestine in infancy 
and damage to the delicate tissues of 
the prolapsed bowel, due to strangula- 
tion at the umbilicus, calls for immediate 
operation under conditions greatly in- 
creasing the mortality rate. Twelve 
cases were operated upon with doubtful 
recovery reported in only one case in 
the tabulation. The text refers to three 
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operative recoveries, the doubtful one 
being one of Cutler’s, in which the baby 
recovered from the operation but died 
of erysipelas and pneumonia while still 
in the hospital. The other two cases of 
recovery are those reported by Ott and 
Cooper. To clear up this point, the 
original articles were consulted in the 
twelve operated cases and brief ab- 
stracts are given in the following, in 
chronological order: 


1 Kobling (1843). Boy, 19 weeks old. 
Prolapse of red distended intestine. 
Operated at once. Death in 13 hours. 

2 Weinlechner (1874). Child 5 months 
old. Prolapse, left horn 4 em. long; 
right 11 em. long. Tumor cut off, leav- 
ing a short stump and two lumena. 
Death 30 hours later. 

3  Huttenbrenner (1878). Boy, 5 months 
old. Prolapse of 9 inches of bowel. 
Removal. Death due to pneumonia. 

4 Helweg (1884). Boy, 4 months old. 
““Tumor’’ at the umbilicus was tied off 
and became necrotic. After violent 
coughing, prolapse of intestine occurred, 
attached by a pedicle to the umbilicus. 
Reduction by traction. Closure of the 
bowel. Death in a few hours. 

5 Barth (1887). Boy over two weeks old. 
Attempted reduction of prolapse. Bowel 
accidentally torn. Repaired. Reduction 
accomplished. Death on third postopera- 
tive day. 

6 Lowenstein (1894). 
Prolapse of 5 em. of bowel. Abdominal 
incision, reduction.  omphalo- 
mesenteric duct tied off. Death 24 hours 
later. 

7 Ophuls (1895). Boy, 3 weeks old. Op- 
eration for prolapse vf 10 to 15 em. of 
bowel through an open Meckel’s diver- 
ticulum. Reduction. Removal of di- 
verticulum. Intestinal suture did not 
hold. Peritonitis and death. 

8 Arndt (1896). Boy, 16 days old. Op- 
erative reduction. Peritonitis due to 
failure of sutures to hold properly. 
Death. 

9 Cooper (1918). 


Boy 3 months old. 


Extroversion of bowel 
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through an umbilical fecal fistula, due 
to a patent Meckel’s diverticulum. Thick 
umbilical cord noted. Thick, solid, 
ugly-looking projection remained. As- 
sisted in its removal with scissors. 
Encountered intestinal musoca. Dis- 
charge of feces from the umbilicus. 
Cotton-wool dressing and binder. Seven 
months later, child cried and strained 
and 6 inches of bowel shot. out, turned 
inside out. Attempts to reduce under 
chloroform failed. Taken to hospital 
and operated the same night. Death few 
hours after operation, the nature of 
which is not given. 

10 Crymble (1921).* Boy, 5 months old. 
Projecting mass at umbilicus. Persistent 
vitelline duct attached to the vermiform 
appendix. The projecting mass was the 
prolapsed part of the duct. The ap- 
pendix was divided at its base and the 
vitelline duct was thus removed. Unin- 
terrupted recovery. 

11 Cutler (1924). Baby, 4 hours old. Pro- 
lapse of Meckel’s diverticulum on the 
side of the umbilical cord. Mass size of 
an egg. Coils of small bowel seen 
through walls of cord, with mucous mem- 
brane on the outside. Impossible to re- 
duce. Incision into sae or dilated cord 
and loops pushed back into abdomen. 
Diverticulum resected. No temperature. 
Feeding well and gaining weight. Facial 
erysipelas and bronchopneumonia. Death. 
Autopsy revealed abdominal condition 
healed and functioning normally. 


12 Ott (1929).* Child, 4 months old with 
intestinal fistula at the umbilicus. Inci- 
sion 3 em. above and 2 em. below the 
umbilicus. The peritoneum was entered 
and the loop of small bowel was brought 
out on which was implanted the diver- 
ticulum. A portion of the diverticulum 
had remained interperitoneal for a dis- 
tance of 2 em. Resection of the diver- 
ticulum .5 em from the point of im- 
plantation. Stump invaginated. Reduc- 
tion of the loop of intestine. Abdomen 
closed. Severe mechanical ileum after 


*Note: Cases of Crymble and Ott are listed in 
Morgan’s table as deaths. 
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operation, due certainly to the reduction 
of the intestinal lumen by burying the 
cone and to the sero-serosal sutures in 
the very delicate intestine. Discharge 
from the hospital on the sixth day. 


From the reports of experiences such 
as are recorded by Cullen and Morgan, 
and from the case here to be reported, 
practical conclusions are to be drawn. 
The cautery must be used with discre- 
tion in the umbilical region in infancy. 
A distinction must be made among 
granulation issue, polyps and mucosal 
protrusions. In the removal of granu- 
lation tissue, a simple procedure in 
itself, one must keep in mind the pos- 
sibility of the presence of a patent om- 
phalomesenteric duct. The number of 
instances in which such a duct has been 
entered by the use of caustics or the 
cautery may be greater than the review 
of the literature indicates. If such a 
fistula occurs and conservative treat- 
ment is decided upon because of the 
condition of the infant or in the hope 
of postponing operation until the infant 
is older, the condition must be fully 
explained to the parents and every 
effort must be made to prevent un- 
toward incidents. Prolapse of the 
bowel through an opening at the um- 
bilicus occurs in only a small number 
of the cases, as we have seen. Due to 
this fact, watchful waiting has much in 
its favor, but when one is confronted 
by exstrophy and strangulation, there is 
no other choice than immediate opera- 
tive removal. 


CASE REPORT 


Boy, 5 weeks old. History shows normal 
birth; weight at birth 8 lbs., 13 oz. Family 
history was essentially negative. 

At the age of 314 weeks, the child showed 
some signs of developing an umbilical hernia. 
The mother called attention to the fact 
that there was not proper healing. On 
examination, an excess of granulation 
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tissue was noted (fig. 1); this was cauterized few days when the dressing was removed, 
by electrodesiccation. careful examination revealed an opening in 
A week later, the child was referred to me — the umbilicus with mucosa presenting. An 
for examination. The excess granulation ileostomy had been formed. Surgery did not 
tissue was no longer present, but there was — seem indicated at this time. <A sulfathiazole 
dressing was applied and the umbilicus was 
restrapped. The following morning, the 
bowel became exteriorized, producing a tumor 
mass on the abdominal wall, five inches 
(12.5 em.) across. My associate made a 
diagnosis of strangulated hernia, applied a 
powdered sulfathiazole dressing and _hos- 

pitalized the infant. 

Immediate operation was performed under 
cyclopropane anesthesia. A ‘‘T’’-shaped 
loop of bowel, five inches (12.5 em.) across, 
blind at both ends, protruded from the ab- 
dominal wall. Through the opening at the 
umbilicus, an inversion intussusception had 

_ occurred. Instead of the expected serosa, the 
‘“1T’’_shaped mass was covered with mucosa, 
dark in color due to strangulation at the 

Fig. 1. Umbilicus showing closed omphalomesenteric umbilicus. More readily to understand the 

duct which appeared like granuloma before cautery. surgical, pathological anatomy, reference 


Fig. 2. Diagrams showing progressive stages of inversion intussesception with final exstrophy of ileum and 
strangulation. 


a yellow exudate from the area which re- may be made to the accompanying diagram 
sembled the stool of a breast fed infant. (fig. 2). 
Adhesive strapping was applied. After a Operation: Lateral incisions were made 
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through the skin, fascia and peritoneum to artificial respiration and coramine. Post- 
relieve the strangulation. The inversion in- operative condition was only fair. Neverthe- 


tussusception was reduced. The bowel, tested 
for viability, was in fairly good condition. 
The opening into the ileum, probably from a 


less, in the first days following the operation, 
the child took nourishment well, his appetite 
was good and his elimination normal. On the 


4 


Fig. 3. Appearance at time of operation—‘‘T’’-shaped loop of bowel—blind »t both ends—covered with 
mucosa. 
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Fig. 4. Cross section of No. 3, showing inversion of ileum, strangulation, dilatation of proximal loop. 


previous Meckel’s diverticulum, was repaired 
in the usual manner, using interrupted, 
atraumatice suture for the mucosa and serosa. 
The hernial opening was repaired with 
chromic 1 for peritoneum and _ transversalis 
fascia, interrupted, overlapping chromic 1 
for the fascia. Interrupted silk was used for 
the skin. 

The child was given a blood transfusion. 
During the operation he stopped breathing 
twice, but was resuscitated with oxygen, 


sixth day, there was some distention and 
Wangensteen suction was started. As other 
untoward symptoms appeared, such as rapid 
respiration, failure to retain feedings, mus- 
cular twitching, carpopedal spasm and con- 
vulsions, proper therapy was promptly 
instituted, including oxygen, repeated blood 
transfusions, gastric and rectal suction, cal- 
cium gluconate intramuscularly and _ saline 
subcutaneously. On the fifteenth postopera- 
tive day after repeated spasms, the child 
expired in a convulsion. 


« 
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SUMMARY 


A case is recorded of exstrophy or 
prolapse of the bowel at the umbilicus 
in an infant, being the twenty-seventh 
in a series of reported cases, the last 
previous case having been recorded in 
1929. In a large number of cases of 
patent omphalomesenteric duct, there is 
no tendency of the bowel to prolapse. 
This fact raises the question of when to 
follow a conservative course and when 
to operate in these cases. Failure to 
recognize the true nature of protrusions 
at the umbilicus has occurred and at- 
tention is called to resultant errors in 
treatment. 


RESUME 


Un cas est rapporté d’extrophie et 
de prolapsus de l’intestin a l’ombilic 
d’un enfant. C’est le 27iéme cas a 
paraitre dans la littérature. Dans un 
grand nombre de cas de conduit om- 
phalomésentique ouvert, il y a une 
tendance prolapsus de_ |’intestin. 
Quand faut-il soumettre le malade a 
un traitement conservatif? Quand 
faut-il opérer? La vraie nature des 
protrusions a l’ombilic est souvent 
mécanue et peut entrainer l’emploi d’un 
traitement erronés. 


RESUMEN 


Se presenta aqui un caso de prolapso 
intestimal en el ombligo en un infante, 
constituyendo el caso numero 27 de una 
serie ya descrita, en la cual el ultimo 
caso fué publicado en 1929. En un 
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gran numero de casos de conducto on- 
falomesentérico patente, no existe ten- 
dencia al prolapso intestinal, lo cual 
plantea el problema de si se debe 
adoptar un procedimiento conservador 
u obtar por la intervencién quirirgica. 
En ocasiones no se es capaz de deter- 
minar la verdadera naturaleza de las 
protusiones umbilicales y a este respecto 
el autor llama la atencién sobre los 
errores resultantes de tratamiento. 


wa. ITO 27-0 B CepHH 
yaeB, B 1929 
rozy. B 6ombulem KouMueCTBe OT- 
KPbITOrO KaHawa 
CYLeCTByeT HaKJIOHHOCTb K KH- 
We4HHKa. ITOT (aKT CTABUT BOMPOC O TOM, 
Kora IIpHOerHyTb K KOHCepBaTHBHOMY Kyp- 
cy, a Korga onepuHpoBaTb. 
BHHMaHHe Ha TO, YTO 
BbINYKJOCTH y HHOra He 
cnoco6 
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Ecchymotic Mask 


JOSEPH DWEK, M.D.* 
JERUSALEM, PALESTINE 


N 1837, a French physician, Ollivier 

(d’Angers),*° under the name ‘‘ Mas- 

que Kechymotique,’’ described a con- 
dition produced after trauma and pres- 
sure on the chest and abdomen. It is 
characterized by a blue cyanotic discol- 
oration of the skin of the face and neck. 
Later German physicians reported the 
same condition under the name ‘‘ Druck- 
stauung’’ (Perthes, 1900),** or ‘‘Stau- 
ungsbluttungen’’ (Braun Eng- 
lish and American authors gave it the 
name of ‘‘Traumatic Cyanosis,’’ or 
“Traumatic Asphyxia.’’ But this des- 
ignation is too limited, as this condition 
may appear without trauma, as we shall 
see later. 


HISTORICAL 


Ollivier *° was the first to describe it 
after he had seen a very large number 
of cases which occurred ‘‘during the 
skirmish which took place at the Champ- 
de-Mars on the 14th of June 1837, when 
23 persons were suffocated by the mob 
... Ollivier (d’Angers), entrusted with 
the post-mortem examination of the 
bodies, read a report to the Academie 
de Paris on the 20th of June 1837”’ 
(Lejars).® 

“In 1855, Tardieu, studying death by 
suffocation, related an accident which 
occurred in a women’s workshop where, 
during a panic, the unfortunate people 
presented bloody infiltrations of the 
conjunctiva and palpebra or punctuate 
ecchymosis on the face, neck and 
chest. . . .t 


*From Surgical Division ‘‘B’’ of the Rothschild 
Hadassah University, Hospital. 

t My thanks are extended to Prof. F. Mandl for 
his encouragement and to Dr. N. Hamzeh, M.O., 
i/e Government Hospital, Haifa, for his kind per- 
mission to publish this case. 
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‘‘In 1866 Tardieu’ again published 
a medico-legal study on the ‘accident 
which happened on the Pont de la Con- 
corde in Paris on the 15th of August 
1866’ where the victims presented ec- 
chymotiec discoloration of the face, neck 
and upper chest.’’ Further described 
were the ... Vienna Ring Theatre fire, 
December 8, 1881, with nearly 1,000 fa- 
talities ; the panic at Victoria Hall, Sun- 
derland, June 16, 1883, where nearly 
200 children rushed into a closed corri- 
dor and were asphyxiated by crushing 
... and most recently at the Charity 
Bazaar fire in Paris, May 4, 1897.’’ 
(Burrel and Crandon).** 

Perthes * in 1899, reports two cases, 
and one case in 1900. 

Braun’? from 1899-1904 reports 4 
cases. 

Wieniecke *' in 1905 collected 21 
cases from the literature. In the same 
year, Milner ™ collected 26 cases. 

Mauclaire and Burnier ” in 1909 col- 
lected 58 cases. 

‘“‘Heuer in 1923, collected 127 
cases including his own’’ (Laird and 
Borman). 

In 1930, Laird and Borman" added 
18 cases to this number, including their 
own. 

INCIDENCE 


This condition is quite a rare one. 
Since the first report on it by Ollivier 
in 1837, and until the publication on 
the subject, of a paper by Laird and 
Borman in 1930, only 138 cases have 
been reported. In other words, approx- 
imately one case a year was reported. 
Relative to the number of patients, 
Laird and Borman ‘‘observed 5 cases 
in the past 214 years in a series of over 
32,000 hospital and clinic patients in an 
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industrial field’’ (one case in every 
6,000). of approximately 75,000 
major accident cases only 2 of trauma- 
tic asphyxia have been seen.’’ (One 
case in 37,500). In our experience we 
had one case out of over 18,500 hospital 
and accident cases, in an industrial area 
where there was considerable military 
traffic. Laird and Borman“ collected 
143 reported cases including their own. 
To this number must be added the 3 
cases of Cathala (1933)* and our own 
case, making a total of 147 cases, plus 
23 collected from the literature from 
1933 until 1944, making a grand total of 
170 cases. 
ETIOLOGY 


The ‘‘Kechymotic Mask’? is due to 
many causes. In former times it was 
seen after panics occasioned by the out- 
break of a fire, when many persons, de- 
siring to escape injury, rushed through 
a single narrow aperture, fell over one 
another in the process and were crushed 
underfoot. 

In our industrial age, it is mostly 
manifest in accidents caused by eleva- 
tors, cranes, steam shovels, coweatchers, 
wagons or wheels, in mine and car ac- 
cidents, and latterly, during the war, in 
plane crashes. It is also manifest, 
though to a much milder degree, after 
the exertion of vomiting (Hoppe),*' dif- 
ficult delivery (Cathala and Griffiths) ,” 
in whooping cough, sea diving (Green) 
or aneurism of the arch of the aorta (Ar- 
nold).* It was also reported in epilep- 
tic attacks in which it was_ specially 
studied by Alexander.’ In these cases 
the cyanosis is due to the efforts of 
muscle contractions occurring during 
the attacks. 

Tn accidents, compression is always in 
the antero-posterior direction, against 
hard objects. This compression can act 
directly or indirectly, as in the case re- 
ported by Jejars® where the patient’s 
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abdomen and chest were severely com- 
pressed when he was run over by a 
coach which jerked his knees up to his 


- chin. The pressure is usually about the 
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weight of a car, i.e. approximately 1,500 
kgs. (3,800 Ibs.). 

The time during which the body was 
compressed has been reported differ- 
ently by the various authors. It is 
usually given as being from 2 to 5 
minutes; the shortest period being 15 
seconds in a case reported by Perthes 
from the Trendelenburg clinic. 


SYMPTOMATOLOGY 


The clinical picture is formed by 
shock, skin discoloration, fever, ocular 
and nasal disturbances, lung and abdom- 
inal injuries, and cerebral symptoms. 

Shock. Patients suffering from ‘‘Ke- 
chymotic Mask’’ usually present the 
picture of a state of severe shock. The 
pulse is rapid and feeble, with very low 
blood pressure, the systolic pressure be- 
ing below 95 mm. The skin is pale, cold 
and covered with perspiration. Breath- 
ing is laborious and heavy and there is 
loss of consciousness. According to 
Hamilton ** the shock is due to the rup- 
ture of intracranical veins. 

Skin Discoloration. The skin presents 
a cyanotic discoloration which can vary 
from reddish purple to deep violet or 
black (Cathala and Griffiths). The 
cyanosis fades under pressure but does 
not disappear. This is due to the 
presence of many petechia among 
which are small areas of normal skin, 
thus giving to the latter a mottled 
appearance. 

The cyanosis covers the entire face, 
neck and upper chest anteriorly to the 
line of the clavicles. Sometimes it ex- 
tends downwards as low as the level of 
the nipples anteriorly, and posteriorly 
to the lower border of the trapezeus 
muscles, forming a double triangle. In 
some cases it has been seen to reach the 
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axillary region, the insertion of the 
Deltoid muscle on the upper arms and, 
very rarely, as far down as the bend 

of the elbow. 

The limits of the cyanosis are always 
very sharply defined. However, cyanosis 
is lighter, or totally absent, wherever 
a slight external antagonist pressure 
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is present during the production of the © 


cyanosis, for example, a collar, sus- 
penders, etc. In the case of the sea diver 
reported by Green, the entire head 
was free since it had been protected by 
the rigid helmet which he had worn. 
Quite often the cyanotic discoloration 
of the skin increases after the accident, 
as in Gardner’s case,** for example, 
when discoloration increased for two 
hours after the accident. The same 
cyanotic discoloration is also seen on 
the mucous membranes of the nose, 
pharynx, larynx and even the trachea 
and sinuses. 
The skin 
swollen. 
There is a blood infiltration of the 
temporal muscles, the tongue, the floor 
of the mouth and the sub-lingual glands. 
The Eyes. The palpebrae present a 
swelling, sometimes to such an extent 
that the patient is unable to open his 
eyes. Robertson described ‘‘a few 
reddish brown spots just inside the 
inner surface of the eyelids’’. 
Contrasting with the deep violet color 
of the skin, the conjunctivae present 
a vivid red coloration due to a sub- 
conjunctival hemorrhage. This hemor- 
rhage has a triangular form with its 
base towards the caruncula and its apex 
near the pupil. This is due to the lack 
of resistance in the palphebral opening. 
Where the palpebrae cover the eyeball, 
the resistance is enough to counteract 
any bleeding. 
Kxophthalmia is caused by an intra- 
orbital hematoma. It regresses within 
the time of resorption of the hematoma. 


is also edematous and 
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Sometimes one finds a mydriasis as- 
sociated with a loss of reaction of the 
pupil to light. The mydriasis may be 
unilateral or bilateral, and is connected 
to the amaurosis. 

The amaurosis may last from some 
hours to several days. It can be followed 
by blindness. Rollet® explains it as 
being caused by compression of the 
optic nerve by blood effusions in the 
orbita either around or in the sheath 
of the second nerve. A. J. Bell offers 
the same explanation. He made an 
ophthalmoscopic examination 24 hours 
after the accident, of a patient who 
could see only the light, and did not 
find any hemorrhage in the retina. 

If the hematoma resorbs quickly, then 
the vision comes back; if not, there is 
production of atrophic lesions of some 
fibres of the optic nerve, and it is pos- 
sible, with the aid of an ophthalmoscope, 
to see a discoloration of the papilla. 
According to Beal,’ there is a ‘‘retinal 
concussion: the blood arriving sud- 
denly, the elements of the retina are in 
a state of traumatic shock’’. 

Retinal hemorrhages are sometimes 
present. Heuer’ found in his case 
through ophthalmoscopic examination 
of the fundus, a ‘‘bilateral retinal 
oedema with massive haemorrhages 
scattered over each disc and macular 
region’’. 

Usually, after the retinal hemor- 
rhage, atrophy of the dise takes place 
and a more or less severe permanent 
blindness results. In the above men- 
tioned case of Heuer, the patient 
became completely blind. In the ‘‘Kec- 
chymotic Mask’’ optic atrophy is always 
the end result of the resorption of 
retinal hemorrhages. 

Hemorrhages in the Vitreous have 
been reported by Neck.*® 

The Ears. In some cases, there has 
been a temporary loss of hearing, with 
however, prompt recovery. Perthes, in 
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the case observed at the clinic of Tren- 
delenburg, found a miliary ecchymosis 
of the ear drums on both sides. 

Otorrhagia, by rupture of the ear 
drums, has also been seen. 

The Nose. Kpistaxis had been mani- 
fest in some cases. The simultaneous 
presence of otorrhagia and epistaxis 
leads one to believe that there is a 
fracture of the base of the skull—a 
condition which is seen only rarely in 
the ‘‘Kcchymotic Mask’’, 

The Lungs. There is usually a severe 
dyspnea with stertorous breathing. A 
hemoptysis may be seen, but on radio- 
graphy, the lungs appear quite normal. 

Green ** reported a ‘‘contusion pneu- 
monia’’ accompanied by blood stained 
expectoration, which developed on the 
third day after the accident and lasted 
a few days. 

Intra-Abdominal Injuries. These are 
seldom seen. When they are present, 
however, the patient shows a picture of 
an acute condition within the abdomen. 

Digestive System. Gardner * reported 
a dysphagia in his case, due to a pharyn- 
geal hematoma. 

Young '* saw a hematemesis and the 
‘‘vomiting contained fragments of clot- 
ted blood mingled with ingested food’’. 

Cerebral Symptoms. Usually absent, 
Gardner * surmises, due to the ‘‘Baff- 
ling effect of large blood sinuses at 
the base of the brain’’. Loss of memory 
for 7 days was reported in Hamilton’s 
case,*® 


COMPLICATIONS 


The most commonly seen are frac- 
tures. They affect, first of all, the ribs, 
which directly receive the trauma. One 
to seven ribs have been reported as 
fractured. Then comes the radius bone, 
then the pubis and ischinm bones ac- 
companied by a tear of the bladder wall. 
Hemoperitoneum is also seen. Dimin- 
ished hearing acuity has been reported. 
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We have already mentioned atrophy of 
the retina and ‘‘contusion pneumonia’”’, 
These complications and the shock are 
usually responsible for death. Death 
from ‘‘contusion pneumonia’’ occurred 
in the case described by Voelcker.’* 


PATHOLOGICAL FINDINGS 


Ollivier *°, the first to describe the 
‘*Hicchymotic Mask’’, was also the first 
to perform postmortem examination of 
such patients. 

He remarked that not a single: case 
had a fracture of the base of the skull 
or of the face. He found a blood exu- 
date on the surface of the cerebral hemi- 
spheres in one case. This rarity is 
due to the intracranial pressure which 
counteracts the increased intravascular 
pressure, (Braun'®** and Wesseley). 
There is congestion of the cerebral 
matter. 

Tardieu ***?" observed that the blood 
was very dark and accumulated in the 
right side of the heart, with an increased 
fluidity ‘‘due to the exclusion of atmos- 
pheric oxygen’’ Green.** 

Hemothorax is sometimes caused by 
rupture of the lung by a fractured rib. 
The visceral pleura present a hematoma, 
the lungs show congestion and edema 
and thrombosis, contusion pneumonia 
or bronchopneumonia. Multiple abscess 
formations are also to be seen. 

Tardieu ™*"" in his postmortem ex- 
aminations, reports congestion and apo- 
plexia of the lungs and ecchymosis of 
their serous surface with emphysema 
from ruptured bronchioles through the 
efforts of the persons struggling with 
death. 

A very important finding was re- 
ported by Perthes 87 in the case 
history published from the clinic of 
Trendelenburg at Leipzig; the thorax 
of the patient which normally measured 
33 em. in diameter, had been reduced 
during the accident to 20-25 em. 
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The most important finding is the cy- 
anotic discoloration. ‘‘Other points of 
discoloration are the pleura, pericar- 
dium and abdominal viscera’’ (Green**), 


MICROSCOPICAL FINDINGS 


The first to do a microscopic exami- 
nation of the skin were Beach and 
Cobb who, under local anesthesia, ex- 
cised a piece of skin from the neck of 
their patient and revealed that no hem- 
orrhage was present in the tissues. 

Despard,** reporting the words of 
Winslow, says that the microscope 
“‘showed the capillaries in places more 
or less distended with blood, but no 
blood was found anywhere in the tissues 
outside of the blood vessels’’. 

Despard * brings also the findings of 
Bolt: the skin ‘‘showed in some places 
an effusion of blood outside the capillary 
vessels. The number of red blood cells 
thus situated were relatively small’’. 


LABORATORY FINDINGS 


The blood is venous and dark with 
an increased fluidity which Draper,” 
like Tardieu," ™ attributes to the with- 
drawal of atmospheric oxygen from the 
blood, thereby lessening its coagulability. 

Cathala* found a positive ‘‘signe du 
lacet’’ but the bleeding and coagulation 
time was normal. Young’ states that 
cyanosis is produced only by diapedesis 
of blood cells without rupture of the 
vessels. 

The urine is clearly devoid of albumin. 


PATHOGENESIS 


Perthes, to explain the production of 
the cyanosis, advanced the hypothesis 
that from strong pressure on the chest, 
the venous blood is pushed back into 
the neck and head. In actual fact, the 
valves are absent in the innominate 
vein, as demonstrated by Poirier, and 
those of the external jugular vein are 
incompetent; thus there is a production 
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of a paralytic distention of the capil- 
laries of that area, and the overlying 
skin appears blue. Sometimes there is 
impotency of the subclavin and axillary 
veins, and the cyanosis extends to the 
arms. In the case reported by Green,** 
a sea diver had, for about 10 minutes, 
to sustain a ‘‘pressure on his body 
through a diving suit at a depth of 37 
feet would be about 1814 pounds to the 
square inch’’. 
According to Lejars,® the active par- 
ticipation of the thoracic muscles is 
most important. In the state of fear, 
all the muscles contract violently as a 
defense reaction and the force thus de- 
veloped is enormous. Lejar’s assump- 
tion is correct. We are aware that 
fractures can be produced by sudden 
contraction of the muscles of the limbs 
in a reflex defence movement (in the 
fear of falling, ete.) Alexander!’ re- 
ported the case of an epileptic who, 
after a seizure which threw him from 
his bed to the floor, was seen to have 
a cyanosis of the upper face, and Alex- 
ander says, with reason: ‘‘why, then, 
during these seizures cannot the intra- 
thoracic pressure be raised by muscle 
action to a correspondent degree as 
that produced by trauma?’’ This as- 
sumption is also supported by the 
presence of lung emphysema and by 
rupture of bronchioles. (Tardieu) 
Perthes ***" gives the following two 
explanations for the production of the 
cyanosis: 
a) By mechanical reflux of the blood 
to the head and neck through in- 
competency, or even absence, of 
valves in the innominate veins; 

b) By contusion of the abdominal 
sympathetic system which then 
produces vasodilatation of the 
vessels in the head and neck. 

But as we shall see, all efforts to re- 
produce cyanosis, by means of animal 
experimentation, were fruitless and 
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Lejars concludes: ‘‘one cannot rely 
exclusively upon the purely physical 
and passive action of compression of the 
thorax or the abdomen’’. 


EXPERIMENTAL DATA 


Perthes ***" was the first to experi- 
ment on animals. He tried to repro- 
duce a trauma analogous to that 
sustained by man during an accident, 
by compressing the abdomens of white 
rabbits. However, in this way he could 
only obtain a dilation of the veins of 
the ear and a localised cyanosis of the 
mouth and eyelids, 

‘‘Willers, in his experiments, never 
succeeded in producing—blood extrava- 
sation—such as was observed in the 
two injured persons and one had _ to 
conclude that neither pure and simple 
compression of the abdomen (whatever 
its intensity, abruptness or suddenness), 
nor section of the Splanchnic nerves, 
sufficed or was enough to produce the 
—hblue head’’. (Lejars).* 

Vogt, in his experiments on rabbits 
by ‘‘compression of the abdomen either 
sudden or continued, caused a dilatation 
of the ear veins, but no discoloration of 
the face. Division of the Splanchnic 
nerves in the abdomen caused dilitation 
of the vessels of the skin but no dis- 
coloration of the face’’ (in Heuer).*° 

But we should not forget that in the 
rabbit there exists a pair of very strong 
valves in the jugular veins which do not 
permit of the ebbing of the blood into 
the head. 


PROGNOSIS 


The prognosis is usually good. The 
patient, if he overcomes the _ initial 
shock, escapes death. He returns to a 
normal condition in a variable length of 
time (3 days in the case of Beach and 
Cobb) ;*° 3 weeks in the case of 
Perthes.**-*7) In the ease of Willers,’ 
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cyanosis of the conjunctivae was still 
present one year after the accident. In 
any event, the prognosis must be very 
guarded in view of the possible ocular 
changes; optic nerve atrophy and 
opaque patches of the macula. If death 
does not result from shock, then it is 
‘‘due to associated extensive injuries to 
important structures or to infectious 
complications’? (Laird and Borman). 
We have seen what are the com- 
plications arising from traumatic cya- 
nosis. In the case of Voelcker,'® death 
occurred on the tenth day from trau- 
matie pneumonia. 

Ilowever, cases have been reported 
to have recovered spontaneously, with- 
out any treatment-—e.g. the patient of 
Beach and Cobb.*? 

Tardieu "'*-™ reported nine deaths out 
of 40 cases. Laird and Borman," had 
two deaths out of five cases soon after 
admission of the patients to the hospital. 

The following data are taken also 
from Laird and Borman :** 


27 were dead, or died very 
soon after admission; 


of 143 cases {te recovered ; 


12 died later. 


TREATMENT 


Treatment is symptomatic. The shock 
is treated according to the understand- 
ing of each individual physician, either 
with normal saline and glucose or with 
plasma infusion. Oxygen is most help- 
ful and should not be omitted; a dose 
of 0.2 morphine injection on admission. 
Fractures should be treated as soon as 
the shock is overcome. 


CASE REPORT 


A.R., male, 27 years of age, driver, was 
the victim of a car accident on November 
10, 1943. While driving, he collided with 
another car coming from an opposite direc- 
tion. The ear which he was driving over- 
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turned and he fell under it. His chest 
supported the weight of the car (about 1,500 
kgs.) for some 3 minutes. When, after this 
lapse of time, he was rescued, he looked like 
one dead. His face was deep violet in color 
and breathing had stopped. Artificial respi- 
ration was at once instituted, and after some 
minutes, breathing returned. He was then 
brought to the Government Hospital, Haifa. 
On admission he presented a state of shock 
and was unconscious. He was cold and 
covered with perspiration; breathing was 
laborious and stertorous, pulse very poor, 
depressible, but normal in rate (84/minute). 
The blood pressure was 75/50. Heart beats 
and lung breathing sounds were normal. 
Liver and spleen were not palpable. The 
face, neck and upper chest, up to the clavicles 
presented a deep violet discoloration. The 
face was also edematous. Both eyes pre- 
sented a subconjunctival hemorrhage, with 
bulging of the conjunctivae which, in con- 
trast to the face, were deep red. The eyelids 
were edemotous to such an extent that the 
patient could not open his eyes. There was 
bleeding from the nose but not from the 
ears. The patient had a slight hemoptysis. 
He had a Colle’s fracture of the left hand. 


Treatment: Routine treatment for shock in 

our hospital, initiated by members of the 

staff, was immediately applied. This con- 
sists of : 

1. Continuous oxygen mask inhalation until the 
pulse and blood pressure improved and_ re- 
mained so. 

. Adrenalin 1 mgm. and atropine 0.25 mgm. in 
1 ee. of an oily solution, given in an intra- 
muscular injection. 

. Hypertonic alkaline salt solution: 200 e¢.e. in 
intravenous infusion. This solution contains 
3 per cent NaCl and 3 per cent Na,HPQ, at a 
PH = 9.2 morphine hydrochloride Og.01 in sub- 
cutaneous injection. 

4, Hot water bottle to the legs. 


Three and one-half hours later the blood 
pressure rose to 100/55; pulse was 84/min. 

The patient’s general condition continued 
to improve in the subsequent hours, and he 
was out of immediate danger of death. He 
became coherent and complained of pain in 
the back and blurred vision; he could only 
see forms, could not recognize his surround- 
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ings or count fingers at a distance of one 
meter. 

Vision was equal in both eyes. The fol- 
lowing day vision became completely normal. 
Hearing was normal throughout. The pa- 
tient had slight fever (37.5° C.) on the third 
day. The cyanosis of the skin began to clear 
up on the fourth day, but disappeared en- 
tirely only after a period of 3 weeks had 
elapsed. The conjunctivae, however, re- 
mained red for about 2 months, the color 
fading gradually. 

The Colle’s fracture was reduced in due 
course and fixed in a posterior slab of plaster 
of paris. X-ray of the lungs on the tenth 
day was negative. 

No sequellae remained from the accident 
and the patient was able to resume his 
normal life. 


SUMMARY 


The ‘‘Kechymotic Mask’’ is a syn- 
drome mostly seen after traumatic com- 
pression of the chest and abdomen. It 
is characterized by a cyanotic discolora- 
tion of the skin of the face, neck and 
upper chest and of the conjunctivae, 
remaining even after pressure is re- 
moved. It may be complicated by an 
atrophy of the retina with complete 
blindness. It is due to a paralytic dis- 
tension of the capillaries. Prognosis 
is usually good if death does not ensue 
immediately. The treatment is only 
symptomatic. 

The syndrome is caused by the sudden 
reflex of the blood into the vessels of 
the neck and head after strong exertion 
of any kind. For this reason we prefer 
the designation ‘‘Kcchymotic Mask’’ to 
that of ‘‘Traumatic asphyxia’’ which 
is too limited—the appearance of the 
syndrome is not always due to trauma, 
as we have seen in the many cases 
reported in the literature. 

This syndrome may be either slight 
or severe and may lead to death, the 
main cause being shock. Therapeutic 
measures must therefore be directed 
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chiefly toward the immediate and effec- 
tive treatment of the shock. Only thus 
can one aspire to success, as in the case 
cited. 


SOM MAIRE 


Le ‘‘masque ecchymotique’’ est un 
syndrome déterminé par le reflux du 
sang dans les vaisseu du cout et de la 
tete survenant aprés de grands efforts 
physiques dé différentes nature. L’au- 
teur préfere ce titre au terme ‘‘asphyxie 
traumatique’’ employé parfois pour ce 
syndrome car ce syndrome n’est pas 
toujours di a un traumatisme. L’auteur 
nous dit que ce syndrome s’observe 
ordinairement aprés une compression 
traumatique du thorax et de l’abdomen 
tel que aprés des accidents d’automobile, 
apres des paniques. Ce syndrome est 
caracterisé par la coloration cyanotique 
de la peau de la figure du cou, de la 
partie supérieure de la poitrine, de la 
conjonetive, cette coloration persiste. 
Comme complication, il peut résulter 
une complete témporaire ou perma- 
nente. Si la mort ne survient pas 
immédiatement, le prognostic est ordi- 
nairement bon. Le traitement décrit 
par l’auteur est symptomatique; le 
traitement du choe est de la plus haute 
importance. 


RESUMEN 


La ‘‘mascara equimdsica’’ es un 
sindrome originado por el aflujo stbito 
de la sangre dentro de los vasos del 
cuello y la cabeza después de fuertes 
ejercicios de culaquier naturaleza. El 
autor prefiere esta denominacién al 
término ‘‘asfixia traumatica’’ que al- 
gunas veces se ha empleado para de- 
signar este sindrome, ya que constituye 
una expresién demasiado limitada y, 
por otra parte, la aparicién del sindrome 
no siempre va ligada a traumatismos. 

Kil autor hace constar que este estado 
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se observa corrientemente después de 
la compresién traumatica del pecho y 
abdomen, como sucede en los accidentes 
de automovil y en los producidos por 
panico. El estado se caracteriza por la 
decoloracién ciandtica de la piel de la 
cara, cuello, parte superior del torax 
y la conjuntiva, que sigue presente in- 
cluso después de eliminar la presién 
causante. Puede complicarse con atro- 
fia de la retina y cegera total, ya sea 
temporal o permanente. El prondstico 
es por lo general bueno si la muerte no 
ocurre inmediatamente. El tratamiento, 
tal como se describe, consiste en una 
terapéutica sintomatica: las medidas 
instauradas deben tener como principal 
objeto el tratamiento inmediato del 
shock que constituye uno de los factores 
de mayor importancia en este estado 
patolégico. 


CBon 


““IKXHMO3HAA MAaCKa” CHHPOM, IIpH- 
OTJHBOM KPOBH B COCYJIbI 
Kakoro Obl TO HH 
CHJIbHOrO Halips»KeHHA. ABTOP 
4TO OH 9TO HMA 
“rpayMaTHyecKad 
K ITOMY CHHJPOMy, TaK Kak 
ero MoOABIeHHe He OrpaHHueHo 
TpayMOH. 

ABTOPp roBOPpHT, 9TO COCTOAHHE OOBIK- 
HOBCHHO TpayMaTHue- 
CKOFO C)KaTHA WIM Kak 
aBTOMOOHJIbHbIX HeCUACTHbIX 
maHvKax. Ou xapakTepH3yeTcaA WHaHo- 
30M KOXKH BepxHel 4acTH rpy- 
a TaK2#Ke KOHbIOHKTHBOM, OCTAIOILMMCA 
nocae OH MOXKeT ObITb 
NOJHOH BPeMeHHOH MOCTO- 
AHHOH. cMepTb celiac He HacTy- 
maeT, TO xopow. 
TOIbKO CHMMTOMATHYeCKHH; Tepa- 
Me€BTHYeCCKHE MePbI LOJDKHbI ObITh HallpaB- 
JIQHbI TaBHbIM OO6pa3soM K HeMeJJICHHOMY 
M3 CaMbIX BaXKHbIX OCOGeHHOCTeH 3TOFO CO- 
CTOAHHA. 
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rapidly and became ulcerated. The growth 
was of the size of a mandrel, firm, occupying 
almost the whole nasal region, ulcerated and 
producing a purulent discharge, foul in char- 
acter. The lymphatic nodes of the neck were 
enlarged. Biopsy showed a typical picture 
of plasmocytoma cells. (Fig. 2B.) Reaction 
to Benece-Jones test was negative. 

Roentgenologic examination of the long 
bones and the skull did not reveal any altera- 
tion referrable to myeloma. 

The case was diagnosed as an extramedul- 
lary plasmocytoma arising from the mucosa 
of the nose. Because of the inoperability of 
the growth, we recommended radiotherapy to 
the patient, but since then we have had no 
news from him. 


SUMMARY 


Case reports of three patients with 
plasmocytomas arising from soft tissues 
are presented. Two of these were 
located in the intestinal tract, one on 
the nose. The two of internal origin 
occurred in patients aged 8 and 15 years, 
and were operated; the third, in an 
adult, was treated by X-radiation. Both 
of the young patients died; of the third, 
there was no final report. 


SOM MATRE 


Trois cas de plasmocystome des tissus 
nous sont présentés. Deux des cas 
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intéressaient |’intestin, un cas intéres- 
sait le nez. Les cas d’origine intéstinal 
sourvinrent chez des malades, de 8 et 
de quenze ans et furent opérés; le 
troisiéme, un adute, fut traité par Ja 
X-radiation. Les deux jeunes malades 
moururent; sur le troisiéme cas, il n’y 
a aucun rapport final. 


RESUMEN 


Se presentan en este trabajo tres 
casos de plasmocitoma desarrollado a 
partir de tejidos blandos. Dos de los 
casos tenian la lesién localizada en el 
tracto intestinal y uno en la nariz. Las 
dos lesiones do origen interno se presen- 
taron en pacientes de edades de 8 y 15 
y fueron objeto de operaciéon; el 
tercer caso se presenté en un adulto y 
fué tratado con rayos-X. Los dos 
pacientes nifios fallecieron y del tercero 
no se tiene noticia final. 


KHX TKaHeli, KOTOPbIX M1a3- 
MOLMTOMDI OLMH—HOCA. O6a 
BHYTPeHHerO 
y 8 15 ObINM ONepHpoBa- 
HbI, TPeTHH, BO B3POCJIOM, Obl Je4eH PeHT- 
renotepanueii. O6a 
YMepJIH, pe3yJIbTaT B TPeTbeM He H3- 
BeCTEH. 
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Treatment and Prevention of Thrombosis 
with Dicoumarol 


PROFESSOR HUGO PICARD, M.D., F.1.C.S.* 
CAIRO, EGYPT 


great advances in the prevention 
and control of many postopera- 
tive complications and hazards, such as 
shock, circulatory and metabolic dis- 
turbances and postoperative infections. 
These advances have been due to im- 
proved preoperative preparation and to 
the introduction and development of the 
sulphonamides, penicillin, etc. With the 
striking progress which has been made 
in these fields, it is natural that the 
attention of the surgeon should be 
directed more and more toward throm- 
botic and embolic complications which, 
until recently, have remained outside 
the range of therapeutic possibility. 
Extensive experimental and clinical 
studies have been made in the United 
States (e.g., Bingham et al. 1941, 1942; 
Butt et al. 1941; Allen et al., 1942, 1943; 
Wright and Prandoni, 1942; Davidson 
and MacDonald, 1943), in Sweden (Leh- 


| years have witnessed 


mann, 1942 a and b, 1943) and more | 


recently, in Britain, on the use of the 
synthetic anti-prothrombic agent, dicau- 
marol, for the establishment of artificial 
hypoprothrombinemia. Because of the 
earlier difficulties already referred to, 
this work has quickly aroused the inter- 
est of clinicians and, more particularly, 
of surgeons. 


ACTION 


It has been shown by Link and his 
collaborators (1940, 1941, 1942 a, b, ¢,) 
that dicoumarol acts physiologically by 
reducing the prothrombin content of the 
blood and that the measurable degree 
of hypoprothrombinemia depends upon 


*Chief Surgeon of the Jewish Hospital, Cairo, 
Egypt. 
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the dose given. Thus, for the first time, 
we have at our disposal a drug capable 
of affecting therapeutically the course 
of thromboses and, above all, of pre- 
venting or minimizing the occurrence of 
postoperative thrombosis and embolism. 
Dicoumarol, when given by mouth, 
produces a remarkable prolongation of 
the prothrombin and coagulation times 
of the blood, after a ‘‘latent period’’ 
of between 24 and 48 hours. The in- 
crease in the prothrombin time indicates 
a diminution of the prothrombin in the 
blood, ensuring lowered coagulability 
of the blood and, therefore, a thera- 
peutic influence or even prophylaxis of 
thrombosis. 

Several theories have been put for- 
ward for the mechanism of the anti- 
prothrombic action of dicoumarol which 
is most probably one of inhibition of 
prothrombin formation in the liver. 


THERAPEUTIC USES 


Owing to its prothrombin-depressing 
effect, dicoumarol is indicated in the 
treatment of thrombosis and_ other 
thromboembolic conditions, as well as 
for the prevention of postoperative 
thrombosis and embolism. Generally 
speaking, it is of value in circulatory 
and vascular disturbances where it is 
desirable to reduce the clotting power 
of the blood. 

This paper presents the results of our 
first thirty-one cases treated with ‘‘Tem- 
parin’’ brand dicoumarol. (Prepared 
and supplied by Herts Pharmaceuticals 
Ltd., Welwyn Garden City, England.) 
Of these, seventeen cases had thrombo- 
phlebitic and endoarteritic conditions. 
To the remaining fourteen patients, the 
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drug was given prophylactically. It will 
be seen from the case reports that in 
many instances there is a certain amount 
of overlapping of prophylactic and ther- 
apeutic treatment and the separation 
into therapeutic and prophylactic cases 
is, therefore, not as clear-cut as the 
above figures might suggest. 

In view of the hemorrhagic nature of 
the antiprothrombic drug, constant con- 
trol of the prothrombin content of the 
blood and greatest care in its adminis- 
tration are, in our experience, necessary 
and an a priori dose schedule cannot be 
adhered to, in view of the variable indi- 
vidual responses observed. Similar vari- 
ations in the individual response to the 
drug have been reported by other 
workers (e.g., Townsend and Mills, 1942, 
Davidson and MacDonald, 1943, Was- 
sermann and Stats, 1943, Douthwaite, 
1944). The question of dosage will be 
dealt with in detail later on. 


TREATMENT OF EXISTING THROMBOPHLE- 
BITIC AND ENDOARTERITIC CONDITIONS 


(a) Unilateral Thrombophlebitis: The 
following seven cases were treated with 
‘‘Temparin’’ brand dicoumarol, throm- 
bophlebitis having occurred as follows: 
after appendicectomy; after operation 
for varicose veins; after typhoid fever; 
nine days after confinement; after fur- 
unculosis; and in a ease with existing 
varicosites of the large saphenous vein. 

The time of treatment varied from 
three to nine days and the total dosage 
from 500 to 800 milligrammes. All 
seven cases have remained free from 
recurrences. 

(b) Bilateral Thrombophlebitis: Two 
such cases were treated. 


Case 1: Thrombophlebitis followed septic 
tonsillitis. This case, the first to be treated by 
us with dicoumarol, was remarkable and 
instructive in two respects. Treatment was 
commenced in hospital but, at the patient’s 
insistent request, it had to be continued in 
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its later stages at his home. Continued lab- 
oratory control of his blood prothrombin 
was, therefore, not possible in the later 
stages. 900 mg. of Temparin were given 
in the course of 6 days. After disappear- 
ance of the bilateral thrombosis, rather 
severe hemorrhage occurred, persisting for 
4 days. This was undoubtedly caused 
by overdosage. However, the patient’s 
condition did not call for blood transfusion 
or other therapeutic measures. Eight days 
later, he developed acute suppurative ap- 
pendicitis, probably also of embolic origin. 
During the operation there was no evidence 
of any abnormal tendency to bleed, and he 
made a normal recovery. 


Case 2: A woman had a chronic bilateral 
thrombophlebitis which had been recurring 
regularly following confinement 614 years 
ago and appendicitis 4 years ago. The pa- 
tient was almost constantly confined to bed 
and suffering the painful effects of the bi- 
lateral venous thrombosis in the upper 
regions of the thigh. On administering a 
total dose of 800 mg. of Temparin, the throm- 
bophlebitis disappeared in the course of eight 
days, and after a fortnight the patient was 
able to walk without discomfort. 


It is perhaps noteworthy that this 
patient, who had been suffering from 
amenorrhea ever since her first attack 
of thrombophlebitis 6% years ago, 
started to menstruate lightly on the 
sixth day of antiprothrombic therapy. It 
is, of course, impossible to say, on the 
basis of this one case, whether menstrua- 
tion was due to the increased hemor- 
rhagic tendency induced by the drug, or 
whether it had occurred because pos- 
sibly the ovarian vein, previously 
blocked, was now cleared. In any ease, 
following treatment with dicoumarol, 
if not owing to it, the patient has con- 
tinued to menstruate normally and reg- 


‘ularly. So far as we have been able 


to ascertain from the literature, there 
appears to be little information on the 
effect of the drug upon the menstrual 
eycle. Lehmann (1942b) stated 


= 
ape 
ine 
= 
3 


4q 


J. INTERNAT. 
COLL. SURG. 


that the menstrual flow is not increased 
provided that the prothrombin level 
remains above 30 per cent of normal; 
other workers, for instance Allen et al., 
working at prothrombin concentrations 
as low as 10 to 20 per cent, do not ap- 
pear to have observed any effects on 
menstruation at all. 


(c) Septic Multiple and Recurrent 
Thrombophlebitis: Two cases of this 
type have been observed and treated 
with dicoumarol. 


Case 3: <A bilateral phlebitis developed 
after gas gangrene. The phlebitis disap- 
peared after three days’ treatment, but 
recurred when the patient began to walk. 
Complete cure was achieved only by com- 
bined dicoumarol-sulphanilamide therapy. 


Case 4: Multiple phlebitis followed chick- 
en-pox. This was the only case in our expe- 
rience which showed strong resistance to 
anticoagulant therapy with dicoumarol. With 
the usual dose of Temparin giving rise to 
quite a normal prolongation of the pro- 
thrombin time, we were able to effect regu- 
larly only a temporary disappearance of the 
thrombosis. It would soon recur attacking 
alternately the saphenous and cephalic veins. 
After six weeks of recurrences following only 
temporary relief, combined sulphanilamide- 
Temparin treatment was again resorted to 
and complete and lasting cure achieved in 
this way. 


(d)- Thrombophlebitis with Pulmo- 
nary Infraction: 


Case 5: An emphysematous patient had 
mitral insufficiency. He had undergone op- 
eration for rectal fistula and hemorrhoids, 
using electrocoagulation. On the fifth day 
after the operation, severe phlebitis appeared 
on the right side, with slight hemoptesis, pul- 
monary infaretion and pain above the 
base of the right lung. Cireulation was 
unsatisfactory. 

Treatment: A total dosage of 800 mg. of 
Temparin was administered over 10 days 
when the severe congestive phlebitis and all 
symptoms of the infarction, which had liqui- 
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fied and been expectorated, disappeared. The 
patient was discharged 14 days after the 
onset of the attack. He has remained free 
from recurrence and symptoms. 


(e) Phlegmasia Alba Dolens and 
Endarteritis Obliterans: 


Case 6: Phlegmasia alba dolens. The pa- 
tient, a physician aged 70, suffered from 
‘‘Bouveret’s Disease,’’ i.e. paroxysmal tach- 
yeardia with noncompensated increased 
blood urea (approximately 80 mg. per cent), 
extreme prostration and compensated diabetes 
mellitus. Four years previously, he had been 
under treatment for thrombosis of the left 
leg extending up to the iliac vein. On that 
occasion, hospital treatment lasted three 
months. Since that time the patient had 
been suffering from large varicosities with 
uleer formation, and for the last six months 
he had been complaining of a feeling of cold 
in his left leg and of intermittent dysbasia. 
During the last fortnight before admission, 
the patient suffered unbearable stabbing pain 
with loss of sensation, no pulsation in any 
of the arteries up to the femoral artery and 
waxy discoloration of the leg; phlegmasia 
alba dolens. 

Normally, this critical condition would 
have necessitated immediate amputation. 
However, since, in his poor general condition, 
(paroxysmal tachycardia, uremia, diabetes, 
prostration) the patient would almost cer- 
tainly not have survived amputation, we 
commenced dicoumarol therapy. After four 
days, during which period a total dose of 
700 mg. of Temparin was administered, the 
threatening symptoms began to recede and 
the deathly white pallor of the foot changed 
to a cyanotic appearance, with pain diminish- 
ing and sensation returning to a very large 
extent. Antiprothrombie treatment was con- 
tinued until a prothrombin concentration of 
22 per cent of normal was reached and the 
necessity for operation was thus avoided for 
the time being. 

This case, which at the onset of treatment 
showed no pulsation at all in any of the 
arteries, is perhaps best illustrated by the 
accompanying table, showing the partial 
return and improvement of vibration at dif- 
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EFFECT OF DICOUMAROL (‘‘TEMPARIN’’) ON THE ARTERIAL PULSATION IN PHLEGMASIA ALBA DOLENS 


(CASE 12) 
A. Femoralis A. Poplitea A, Tibialis 
A... A. 
Left Right Left Right Left Right 
Blood Vibra- Vibra- Vibra- Vibra- Vibra- Vibra- Vibra- Vibra- Vibra- Vibra- Vibra-  Vibra- 
Pres- tion tion tion tion tion tion tion tion tion tion tion tion 
sure on After on After on After on After on After on After 
(mm Admis- 8 Days Admis- 8 Days Admis- 8Days Admis- 8 Days Admis- 8 Days Admis- 8 Days 
Hg) sion (700mg) sion (700mg) sion (700 mg) sion (700mg) sion (700mg) sion (700mg) 
140 0 0.5 1.5 1.5 0 0.75 1.5 1.5 0 0 0.25 0.25 
130 0 0.5 2.0 pss 0 0.5 2.0 2.5 0 0 0.25 0.25 
120 0 0.5 1.5 1.0 0 0.75 2.5 2.5 0 0 0.25 0.25 
110 0 0.75 0.75 0.75 0 0.75 1.5 1.5 0 0 0.25 0.25 
100 0.25 0.75 0.75 0.75 0 0.5 ES 1.5 0 0 0.25 0.5 
90 0 0.5 0.75 0.5 0 0.5 1.0 1.6 0 0 0.25 0.25 
80 0 0.5 0.5 0.5 0 0.5 1.6 1.5 0 0 0.25 0.25 
70 0 0.5 0.5 0.5 0 0.25 1.0 1.0 0 0 0.25 0.25 
60 0 0.25 0.5 0.75 0 0.25 0:75 0.5 0 0 0.25 0.25 
50 0 0.25 0.5 0.5 0 ila 1.0 0.5 0 0 0.25 0.25 
40 0 0.25 0.25 0.25 0 0.25 0.25 0 0 0.25 aware 
30 0 0.25 Secs 0.25 0 0.25 0.25 0 0 0.25 a 
20 0 0 0.25 0 0 
10 0 0 0 0 oe 


ferent pressure grades after eight days of 
treatment with Temparin. 

It is, however, obvious that even the most 
drastic reduction of the prothrombin will 
give only conditional relief in diabetic 
arteriosclerotic endarteritis. In this particu- 
lar case we were forced, six weeks later, to 
amputate owing to gangrene. However, 
renewed treatment with ‘Temparin pre- 
ceding amputation made it possible for us 
to amputate at the site of choice. In this 
way, shock was avoided and the life of the 
patient saved. For, in view of the improved 
circulation, we were able to amputate below 
the knee instead of in the upper third of 
the thigh. There can be no doubt that this 
patient in his poor condition could not have 
survived the shock of a high amputation. 


Similar conditions prevailed in the 
following two cases: 


Case 7: A woman, aged 64, showed dia- 
betic arteritis obliterans. Eight months 
previously, gangrene in the right leg had 
necessitated amputation in the upper third 
of the right thigh. Now, gangrene of the 
left foot had set in. After careful preopera- 
tive treatment with Temparin, amputation 
below the knee could be performed and the 
shock of high amputation avoided. 
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Case 8: This patient, a woman, aged 50, 
had undergone bilateral sympathectomy for 
the relief of endarteritis obliterans of both 
legs four months earlier. Now, dry gangrene 
of the toes of the left foot had set in. Am- 
putation was indicated. Dicoumarol therapy 
produced improved vibration, the bluish 
black gangrenous tissue changed to new 
granulation tissue with rapid epithelization. 
Recovery was complete. 


({) Cerebral Thrombosis: 

Although cerebral thromboses do not 
principally concern the surgeon, it was 
felt that an attempt to influence this 
condition therapeutically by reduction 
of the prothrombin level would be of 
considerable interest. It seems to us 
that the experiment has been fully jus- 
tified by its success. 

Two cases of cerebral thrombosis 
have been treated, with the co-operation 
of the attending physician: 


Case 9: A man, aged 56, had a blood pres- 
sure of 175/100, with recent facial paralysis, 
hemiplegia on the right side and aphasia. 
After antiprothrombie treatment for three 
days (total dose 600 mg. Temparin), the 
patient was able to move his arm. After 
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another two days (total dose 1,000 mg.) he 
was able to leave the bed and to walk with 
the aid of a stick. Speech returned almost 
to normal. After a further three days, i.e. 
8 days after beginning the treatment, the 
patient walked without a stick, the facial 
paralysis had disappeared although there still 
remained a certain rigidity of the right side 
and the patient was discharged. 


Case 10: A woman, 65 years old, showed 
blood pressure 190/100. Her condition on 
admission showed total paralysis of the left 
arm, severe paralysis of the left leg and total 
facial paralysis on the right side. There were 
dysarthia and difficulty in swallowing. Treat- 
ment with heparin and acetylcholine had 
been tried but without effect. After a four 
days’ course of dicoumarol therapy (700 
mg.), the patient began to move both upper 
and lower extremities, speech returned and 
facial paralysis had almost disappeared. 
Further treatment brought about rapid 
improvement so that six days after com- 
mencement of the treatment the patient 
began to walk. 


Whilst admitting the widespread ten- 
dency of cerebral thromboses to spon- 
taneous recovery, it is felt that the 
speed and completeness of recovery 
experienced in these two cases strongly 
point to the artificially induced hypo- 
prothrombinemia as the responsible 
factor. 

Before concluding this section on the 
therapeutic use of this drug I wish to 
point, in passing, to its indication in 
the treatment of the disastrous throm- 
bosis of the central retinal vein. The 
possibility of direct observation of the 
vascular disturbance and of studying 
the various stages of recovery should 
afford a unique opportunity. It is hoped 
to report further on this aspect in the 
near future. 


PROPHYLACTIC USE 

The results of prophylactic dicouma- 
rol treatment, though less dramatic, 
are no less impressive. In order to 
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assess the prophylactic effect and value 
of the preparation, we have selected 
only such cases as, by experience and 
on account of the special conditions they 
presented, were particularly liable to 
a thrombotic or embolic complication. 


(a) Gynecological Laparotomies: 


(1) Extra-uterine pregnancies in the 
second and third months, respectively. 
Both cases, already showing numerous 
adhesions in the abdominal cavity, were 
undoubtedly strongly predisposed to 
thrombosis. 

(2) Myomectomy performed on a 
patient with myomatous uterus. 

(3) Ovarian cyst with twisted pedicle. 

(4) Hysterectomy with bilateral, 
strongly adherent ovarian cysts re- 
quiring extensive and unforseen atypical 
ligature of veins and resection of the 
ureter. 

All five patients made uneventful re- 
coveries without thrombotic symptoms. 


(b) Complicated Hernias: 


(1) Hernia permagna in a very obese 
man. 

(2) Strangulated inguinal hernia in 
a woman of 69 with severe varicosities 
of the mesenteric veins. 

(3) Large strangulated hernias in 
two aged and esthenic patients of 65 
and 69 years, respectively. 

All cases remained free from throm- 
bosis or other complications. 


(c) Complicated Appendicitis: 


(1) Acute appendicitis in a patient 
with existing greatly advanced varicose 
veins. 

(2) Suppurative appendicitis with 
gangrene of the cecum, following septic 
diphtheria; complicated by low blood 
pressure and extreme asthenia. 

(3) Suppurative appendicitis 
metastatic abscesses. 
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Ali recovered without postoperative 
complications. 


(d) Unusual Laparotomies: 

(1) Retroperitoneal cyst with acute 
ileus in a patient with large, abnormally 
congested veins. Numerous venous re- 
sections; extirpation difficult. 

(2) Pancreatic cyst in a cachectic 
woman who had recently lost 55 (121 
lbs.) kilos in weight. 

Both cases remained without throm- 
botic complications. 

Thus we see that among the 14 pro- 
phylactically treated cases which, judged 
from their individual conditions and 
from statistical experience, were pre- 
‘disposed to the development of post- 
operative thrombosis, there has in fact 
been no single thrombo-embolic compli- 
cation. We are, therefore, forced to the 
conclusion that this result can only be 
due to the state of hypoprothrombinemia 
induced by Temparin. 

Postoperative progress and the heal- 
ing of wounds were in no way influenced 
or disturbed by Temparin treatment 
in any of the prophylactically treated 
cases. 


DOSAGE AND COMPLICATIONS 


The doses employed by us have been 
indicated repeatedly in the course of 
this communication. However, they were 
found to be extremely variable, depend- 
ing upon the prothrombin levels ob- 
tained. In our experience, prothrombin 
values lying approximately between 23 
and 50 per cent of normal were thera- 
peutically effective. The dosage re- 
quired to attain these values varied 
considerably with individual response. 
As a rule, treatment was commenced 
with an initial dose of 300 mg. to be 
followed by a daily dose of 200 or 100 
meg. until the desired reduction in the 
prothrombin level was obtained. 

In the absence of a ‘‘standard dose”’’, 
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frequent, preferably daily, controls of 
the prothrombin time are indispen- 
sable. The dosage must be adjusted 
individually in accordance with the re- 
sponse of each patient as reflected by 
the prothrombin time. The method used 
in our hospital is an adaptation of Ful- 
lerton’s modification (1940) of Quick’s 
method (1937, 1938, 1940). 

As already mentioned, we encoun- 
tered one instance of severe hemor- 
rhage (case 1). This patient, by his 
insistence upon treatment at home, 
evaded continued laboratory control, 
and individual adjustment of dosage 
along the lines suggested above was 
therefore impossible in this case. 

A complication of a different type 
was encountered in a_ patient with 
saphenous thrombosis. After adminis- 
tration of 600 mg. of Temparin, this 
patient complained of violent hepatic 
pain, and there was tenderness of the 
liver. He was a distinctly anaphylactic 
and allergic type and had a history of 
liver disease. As prothrombin is formed 
in the liver it may be assumed that in 
this allergic patient, some disturbance 
of the liver function was caused. Two 
days after discontinuation of dicoumarol 
therapy, the liver symptoms disap- 
peared. After a further two days, the 
thrombosis also disappeared. 

Essentially the same dosage was used 
both for the treatment and for the pro- 
phylaxis of thrombo-embolic processes, 
although, for the latter, we have recently 
come to rely to an increasing extent 
upon a more standardized dose and 
scheme of administration which is as 
follows: 


An initial dose of 300 mg. is given on the 
evening before the operation; this is fol- 
lowed by 200 mg. after the operation and 
100 mg. each on the second, third and fourth 
days. This method of administration takes 
advantage of the latent period of at least 
24 hours which invariably occurs before the 
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effect of the drug on the prothrombin time 
of the blood begins to manifest itself, and 
there should therefore be no undue risk of 
excessive bleeding during, or immediately 
after, the operation. On the other hand, the 
importance of achieving hypoprothrombi- 
nemia after the operation with as little delay 
as possible is obvious. 


In this connection, mention may ve 
made of the observations of Bollman 
and Preston (1942) on dogs and those 
of Butsch and Stewart (1942) on sur- 
gical cases. Their results suggest that 
hypoprothrombinemia established pre- 
operatively by the administration, over 
a period, of therapeutic doses of dicou- 
marol, failed to give rise to excessive 
bleeding during subsequent operation 
or to interfere with the healing of the 
wound. It will be noted, however, that 
in our technic of prophylactic adminis- 
tration, as outlined above, no preopera- 
tive hypoprothrombinemia is actually 
allowed to develop, the operation being 
performed during the latent period of 
the drug. 

Temparin was administered in this 
manner to most of our gynecological 
patients and to some others who, by 
experience, were judged liable to post- 
operative thrombosis. In most of the 
other cases, the risk of thrombosis only 
became apparent in the course of the 
operation, and here antiprothrombin 
treatment was started postoperatively 
on the day of the operation or on the 
following day. 

Our experience with the ‘‘preopera- 
tive’’ series did in no case reveal any 
increased tendency to bleeding during 
or after the operation. 


CONCLUSIONS 

As shown in this paper, widely vary- 
ing forms of thrombophlebitie condi- 
tions have been successfully treated by 
means of hypoprothrombinemia artifi- 
cially induced by dicoumarol (‘‘Tem- 
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parin’’). Under the influence of this 
drug, the thromboses are cured in a 
fraction of the time which is normally 
required in the absence of antipro- 
thrombic therapy. 

Antiprothrombic therapy has also 
proved effective in endarteritis and 
phlegmasia alba dolens and may even 
restore normal conditions in the early 
stages of gangrene. In cases of arterio- 
sclerotic diabetic gangrene, pretreat- 
ment with dicoumarol resulted in 
improved peripheral circulation and, 
consequently, amputation below the 
knee could be performed in two cases, 
neither of which could have survived 
the shock which would have followed 
higher amputation. 

The drug, when given in therapeutic 
doses, gave no untoward reactions what- 
ever, except in one patient who had a 
history of liver disease. In only one case 
was hemorrhage encountered. H[xcept 
for this instance, which was due to over- 
dosage, there was no increased tendency 
to bleed, even from operative wounds, 
e.g., after appendectomy and amputa- 
tions following extensive anticoagulant 
therapy, providing that frequent de- 
terminations of the prothrombin time 
were made during treatment and the 
dosage adjusted in each case in the light 
of the prothrombin values obtained. 

The results with postoperative, i.e., 
prophylactic, use of dicoumarol, appear 
to us the most important. The risk of 
subsequent postoperative thrombosis 
and embolism can, it seems, be avoided 
almost with certainty. A method of 
prophylactic rountine administration, 
starting with a standard initial dose on 
the eve of the operation, has been found 
to be effective and safe. 

The prophylactic use of the drug is 
clearly of particular importance with 
certain gynecological operations and 
major surgical procedures. According 
to our experience so far, herniotomy in 
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elderly patients, for example, no longer 
presents the risk of embolism. But it 
is, above all, in the field of major sur- 
gical procedure that the unpredictable 
spectre of thrombosis and embolism now 
appears capable of being conquered at 
last. 

The real advance thus made in the 
prophylaxis of thrombosis and embolism 
is perhaps best seen if we consider that, 
almost invariably, it is precisely the 
most daring, and therefore the most 
successful, operations that are threat- 
ened by the unpredictable occurrence 
of thrombo-embolism. It is, therefore, 
an advance along the path which will 
increasingly determine medical thought 
and technic in the future—the path of 
prophylactic therapy. 


(Foreign summaries of this material will appear 
in the next issue.) 

After the completion of this series of cases and 
during the preparation of this paper for publication, 
a paper by Brambel and Locker (1944) came to 


THE SIGNIFICANCE OF THE LATENT PERIOD WHICH ELAPSES BETWEEN 
ONSET AND RADIOGRAPHIC APPEARANCES * 


JAMES F. BRAILSFORD, M.D., Px.D., F.R.C.P., F.LC.S. 


In most diseases there is a latent ra- 
diographic period between onset and radio- 
graphic signs. The latter do not coincide 
with the development of clinical signs but 
lag behind. 

The interval between the appearance of 
clinical signs and the appearance of radio- 
graphic signs varies, not only in different 
diseases, but in different lesions and sites of 
these diseases. The clinical signs may have 
disappeared before the radiographic ap- 
pear—the latter may persist to the end of 
the life of a healthy individual. 
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my notice, reporting similar experiences with 11 cases 
with post-traumatic arteriosclerosis and gangrene due 
to frostbite and diabetes. Dicoumarol prevented 
extension of established gangrene and was consid- 
ered responsible for preventing the development of 
gangrene in the traumatic cases. 
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Obviously radiographs during the latent 
radiographic period will reveal no evidence 
of the disease though it may be present— 
further radiographs must be taken at an 
interval depending on the condition, if we 
wish to obtain confirmatory radiographic 
evidence. The interval between the first 
negative radiograph and the request for the 
second which shows positive signs is usually 


* Being a summary of an article appearing in 
the Proceedings of the Royal Society of Medicine, 
August 1945, Vol. XXXVIII, No. 10, pp. 555-560. 
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Tumors of the Male Breast 


JULIEN C. PATE, M.D., F.LC.S. 
TAMPA, FLORIDA 


N medical circles a lesion of the male 
breast is apt to be regarded pri- 
marily as an oddity. The relative 

rarity of this phenomenon tends _ to 
obscure both its pathologic and thera- 
peutic significance. The subject of 
tumors of the male breast is, however, 
not to be underestimated and perhaps 
warrants the presentation of even a 
small series of cases, such as the 25 
herein reported. 


INCIDENCE AND TYPES OF LESIONS 


The literature abounds in evidence of 
the great preponderance of lesions of 
the female breast over those of the male 
breast. Horsley’ estimated that of all 
the lesions of the breast afflicting both 
sexes, from 3 to 5 per cent only occur 
in men. In his series of 41 cases of 
lesions of the male breast, the ratio was 
1 to 23. Neal? reported that of all 
lesions of the breast, 3.31 per cent were 
observed in men. This ratio of ap- 
proximately 1 to 29 was present in his 
large series of 9,279 cases in which 
lesions of the male and female breasts 
were included; 308 of these cases were 
in men. Of 1,872 cases of disease of 
the breast reported by de Cholnoky,° 
119, or 6 per cent, occurred in men. In 
a review of 17,486 cases, Schreiner ‘ 
noted 1,664 cases of disease of the 
breast, of which only 31, or slightly less 
than 2 per cent, occurred in men. 

The mammary gland in the male may 
be the site of any of the diseases that 
occur in this gland in the female. Too, 
the microscopic appearance is_practi- 
cally identical in either sex. It is 
noteworthy, therefore, that the patho- 
logic variations between the malignant 
growths of the male and female breast 
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are merely those of degree and of ratio 
of types, not of kind. 

The order of frequency of the vari- 
ous types of lesion of the male breast, 
as mentioned by Neal? in his compre- 
hensive study, with (1) non-neoplastic 
processes, 46.42 per cent; (2) benign 
tumors, 34.09 per cent; (3) carcinomas, 
16.23 per cent (those originating in the 
skin comprising 16 per cent, those of 
duct or acinus origin 84 per cent); and 
(4) sarcomas, 19.61 per cent. Of the 
cases of malignant disease occurring in 
both sexes in his series, 1.24 per cent of 
the cases of carcinoma and 19.61 per 
cent of those of sarcoma, were in men. 
This author noted that carcinomas 
were proportionately eighty times more 
prevalent in the female breast, while 
sarcomas were sixteen times more 
prevalent in the male breast. In addi- 
tion, he observed that carcinomas oc- 
curred five times more frequently than 
sarcomas in the male breast and sev- 
enty-nine times more frequently than 
sarcomas in the female breast. The 
average age of the patients in his series 
at the time of observation was, for car- 
cinoma, 57.7 years and, for sarcoma, 
39.7 years. 

Of the 119 cases of disease of the 
breast which occurred in men in de 
Cholnoky’s * series, there was malignant 
disease in 17, and in 102 the condition 
was benign. Carcinoma was present in 
15, sarcoma in 1 and benign processes 
in 15 of the 31 cases included in Schrei- 
ner’s* series. This author concluded 
that carcinoma of the male breast, com- 
prising 1.25 per cent of all cancers of 
the breast in his large series, occurs 
seldom and sarcoma rarely. He re- 
garded carcinoma as malignant as it is 
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in the female breast; also he noted that 
it occurs as a rule late in life and that 
patients generally apply for treatment 
late in the course of the disease. In 
the two cases of carcinoma in my series, 
however, the ages of the patients were 
43 and 55 years, approximating the 
average age mentioned by Neal.? Since 
malignant tumors constitute the most 
commonly observed lesions of the fe- 
male breast, with mastitis and other 
non-neoplastic conditions second and 
benign tumors third in frequency, it is 
worthy of note that the order differs 
for lesions of the male breast with 
non-neoplastic diseases occurring most 
frequently, benign tumors next and 
malignant growths third. 


ANATOMY 


In some anatomic textbooks the male 
breast is not even mentioned and in 
others it is credited with only the rudi- 
ments of glandular structure.’ Fre- 
quently it is stated in the literature that 
there is no differentiation between the 
male and female breast up to the time 
of puberty, but that the male breast re- 
mains rudimentary —except in rare 
instances when it hypertrophies under 
some abnormal stimulation—and that 
its glandular elements atrophy within 
a few years, practically disappear- 
ing.»® In consequence, the erroneous 
impression that the male mammary 
gland contains only small portions of 
glandular tissue in an atrophied and 
nonfunctioning state is readily gained. 

Some years ago, Andrews and Kamp- 
meier,' 7 by examining serial sections of 
the breasts of a number of boys and 
men of all ages, demonstrated that the 
male breast is a particularly compli- 
cated system of open ducts and glandu- 
lar tissue, by no means vestigial in 
nature. From this study they noted 
that the mammary tissue of the adult 
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male persists in essentially the same 
condition as that present in the pre- 
adolescent female and that nearly as 
much glandular tissue remains in later 
life as was present in the adolescent 
period. They also observed that the 
ducts are patent, each having an open- 
ing through the outer skin at the nipple. 
It was their conclusion that the breast 
of an adolescent boy is in structure en- 
tirely comparable with that of a girl ten 
years of age. 


ETIOLOGY 


Why diseases of the breast occur so 
rarely in the male is problematical. 
Numerous authors have mentioned the 
lack of biologic or physiologic activity 
in the male breast together with the ab- 
sence of the normal hypertrophies and 
rhythmic proliferative and regressive 
changes associated with the female 
organ. Tumors of the male breast are 
usually accidental discoveries and seem 
to arise without apparent reason. They 
should be recognized earlier and more 
easily because of the difference in the 
natural size of the gland and in the 
amount of fat bed, and because any de- 
fect of the male breast should obviously 
be investigated. 

The outstanding etiologic factors are 
trauma, infection, neoplasms and endo- 
crine disturbances, particularly of the 
sex glands. Trauma, such as the small 
injuries incident to industrial hazards, 
is the most frequently mentioned cause 
of benign tumors. In view, however, of 
the numerous types of injury and 
chronic irritation to which the male 
breast is subjected, Horsley ' was of the 
opinion that the role of trauma as a 
causative agent is most uncertain. It 
was a factor in only 4, or 11 per cent, 
of the 36 cases of fibrous tumor in the 
male breast reported by de Cholnoky.® 
Neal and Simpson® regarded it as an 
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important factor in cases of acute mas- 
titis for they noted that in most in- 
stances there is a_ history of some 
preceding injury. In only 1 of the 5 
cases of gynecomastia in soldiers, re- 
ported by Sullivan and Munslow,* was 
there a definite history of trauma, but 
all of the patients stated that the con- 
stant wearing of a pack aggravated the 
condition and caused additional enlarge- 
ment of the breast. 

Infection is of primary significance, 
since mastitis is the commonest lesion 
of the male breast. The anatomic in- 
vestigations of Andrews and Kamp- 
meier’ indicate the opportunity for 
entrance of infection from without. Al- 
though mastitis in the male breast 
usually occurs during adolescence and 
is commonly referred to as adolescent 
mastitis, it nevertheless may be present 
at all ages... In acute mastitis, the 
suppurative inflammations are observed 
as abscesses or as diffuse infiltrations 
of pus; or the inflammatory reaction 
may not progress to the degree of sup- 
puration. These acute inflammations 
may complicate such acute infectious 
diseases as mumps, pyemia and typhoid 
fever, as noted by Neal and Simpson.° 
These authors mentioned numerous 
terms used to designate chronic en- 
largement, brought about largely by an 
increase in the fibrous connective tissue 
and generally presumed to be a type 
or manifestation of chronic inflamma- 
tion. Mastitis may be primarily chronic, 
or the chronic form may follow acute 
mastitis as manifested by an exudate 
or as a localized sclerosing repair 
process. It may be diffuse with en- 
largement of the breast, as in chronic 
hypertrophic mastitis, or there may be 
a hard nodule or nodules, often painful, 
locally, or in single or multiple areas. 

Fortunately, neoplasms in the male 
breast are more frequently benign than 
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malignant. The debatable role of 
trauma in the causation of these tumors 
has been mentioned. Among the benign 
tumors, the high percentage of the 
adenoma and adenomafibroma group, as 
evidenced in my series, the absence of 
the mixed types of adenofibroma, and 
the absence of cystic changes are to be 
noted. De Cholnoky* concluded that 
fibrous tumors probably arise as the 
effect of hormonal imbalance and are 
most frequently encountered in early 
adult life and in old age; he added that 
fibroadenomas occurring at all ages are 
benign tumors with no evident tendency 
toward malignant degeneration. Guy’® 
observed that lipoma of the breast 
proper, of which there were 2 cases in 
my series, is one of the rarest of tumors, 
regardless of the age of the patient. 
The relation of endocrine disturb- 
ances to swelling of the male breast has 
not been definitely determined.’ True 
hypertrophy, or gynecomastia, denotes 
a morphologic abnormality or a dis- 
order of physiologic function, or both, 
rather than a surgical condition. This 
phenomenon is characterized by a 
growth, neither painful nor inflamma- 
tory, which presents the characteristic 
lobulation of the female organ.* Homo- 
logous with virginal hypertrophy in the 
female, slight and transient enlargement 
of the breast at puberty occurs normally 
in a certain number of males in the opin- 
ion of Jung and Shafton.’° Diffuse en- 
largement of one or both breasts may, 
however, be present and may persist, 
either at puberty or with the decline of 
sexual life. Geschickter “ concluded that 
this benign enlargement results from an 
increase in the length of ducts and in 
periductal connective tissue. Their 
clinical observations led Lewis and 
Geschickter '* to believe that there is a 
definite relationship between the sex 
organs and gynecomastia. This condi- 
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tion is observed in hermaphrodites. 
Ferguson * stated that it occurs in 5 
per cent of the cases of chorionic epi- 
thelioma and teratoma of the testis. In 
boys and young adults, enlargement of 
the breasts may take place following 
atrophy or excision of one testis with 
hypertrophy of the interstitial cells of 
the other testis. In addition, as Hors- 
ley’ pointed out, testicular tumors 
which contain chorionic tissue secrete 
both prolan, the pituitary-like sex 
hormone, and estrin, the female sex 
hormone. 


TREATMENT 


In general, the indications for the 
treatment of tumors of the male breast 
correspond to those for the treatment 
of similar conditions in the female 
breast. Likewise, the type of treatment 
is the same as the customary therapy 
for corresponding lesions of the female 
organ. Excision and immediate patho- 
logic examination are indicated if the 
neoplasm, or suspected neoplasm, is 
small. Biopsy should be done when the 
growth is extensive. If a benign proc- 
ess is demonstrated by microscopic ex- 
amination, simple excision of the tumor 
or of the breast is the indicated surgical 
procedure. If, however, malignant dis- 
ease is present, radical removal of the 
breast, with or without irradiation, is 
immediately in order. 

Simple enlargement of the breast in 
man is as a rule, self limited. Spon- 
taneous regression may occur, as in 
case 4 herein described, but once the 
condition is established, endocrine ther- 
apy is ineffective. In cases of gyneco- 
mastia, excision of the mammary gland 
is resorted to primarily for the cosmetic 
effect, and in some instances for psychic 
considerations as well. Thorek® men- 
tioned both successful and unsuccessful 
use of irradiation and advocated surgi- 
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cal removal in most cases of this 
phenomenon. 
ANALYSIS OF SERIES 

In my series of 25 cases, there were 
18 of adenofibroma or chronic mastitis, 
two each of lipoma, syphilitic gumma 
and carcinoma, and one of gyneco- 
mastia. In three of the cases of 
adenofibroma or chronic mastitis, an 
undescended testicle was also present. 
The ages of the patients ranged from 
fifteen to seventy-four years. 

Treatment of the 18 cases of adeno- 
fibroma and the two of lipoma, consisted 
of simple excision, as described in 
case 1. Recovery was uneventful in all 
of these cases. In the two cases of 
syphilitic gumma, one of which is here 
reported as case 2, the tumor disap- 
peared entirely in about four weeks, but 
the greatest change, probably repre- 
senting a 70 per cent decrease, took 
place following the first injection of 
neoarsphenamine. 

In one of the two cases of carcinoma, 
which is reported as case 3, the disease 
was in the early stage. Treatment con- 
sisted of a simple mastectomy, followed 
by irradiation. There has since been 
no sign of metastasis, and the patient 
was alive and well after fifteen years 
had elapsed. In the other case, the 
malignant process was in the late stage 
when the patient first came under my 
observation. Despite radical mastec- 
tomy followed by irradiation, meta- 
stasis to the lung occurred within nine 
months with a fatal termination two 
months later. 

In the case of gynecomastia, which is 
reported as case 4, no treatment was 
instituted. The patient was merely kept 
under observation. 


REPORT OF CASES 


Case 1—J.Z.R., a white man aged 67, com- 
plained of a mass in the right breast, which 
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he had first noticed about a year previously 
when it was as large as a small marble. It 
had steadily increased in size, and recently 
there had been tenderness over and around 
the nipple. 

Physical examination gave negative results 
except for a growth the size of a lemon in- 
volving the nipple as well as the underlying 
structures of the right breast. All laboratory 
findings, including reaction to the Kahn test, 
were negative. 

A diagnosis of chronic mastitis was made. 
A partial mastectomy was performed at the 
Tampa Municipal Hospital on March 28, 
1944. The pathologie diagnosis, made by Dr. 
H. R. Mills, was chronic cystic mastitis. 


Case 2—l1.P., a white male, aged 40, pre- 
sented himself for examination in June 1938, 
about four months after first noticing tender- 
ness and three months after discovering a 
hard mass the size of a large walnut in the 
left breast. This mass had gradually grown 
until it was as big as a large egg. Two weeks 
prior to examination the mass had begun to 
ulcerate at the center. 

The patient related that when he was 17 
years old, the physician residing in his small 
community had told him a sore on his penis 
was of no consequence and, without making 
studies of the blood, had given him dry calo- 
mel with which to treat it. In due time the 
lesion had healed, and he had had no further 
trouble. 

Physical examination revealed great emaci- 
ation. In the left breast at the left of the 
nipple, which was not involved, a large in- 
durated mass was beginning to ulcerate at 
the apex. The reaction to the Kahn test 
was 4 plus. No other physical or laboratory 
findings were significant. 

A diagnosis of syphilitic gumma was made, 
and treatment with neosalvarsan, bismuth 
and iodides was begun. There was decided 
recession of the tumor after the first injection 
of neosalvarsan had been given, and within 
thirty days it had disappeared. Treatment 
was continued until the reaction to the Kahn 
test remained negative. 


Case 3—C.J.O., a white male, aged 43, con- 
sulted me because of a mass in the left breast 
which he had discovered a few days previ- 
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ously when his breast had become tender on 
palpation. 

Physical examination revealed a_ well 
nourished man weighing 175 pounds. Aside 
from the tumor in the left breast, which was 
the size of a small leinon, there were no 
significant physical findings. All laboratory 
examinations including the Wassermann test 
gave negative results. 

A specimen was obtained for biopsy, and 
an adenocarcinoma in the early stage was 
reported. A radical mastectomy was per- 
formed on Aug. 2, 1920. The patient made 
an uneventful recovery, and there was no 
recurrence. When he was examined in July 
1935, fifteen years after the operation, he 
was in excellent physical condition. 


Case 4—J.C.C., a white man, aged 74, first 
consulted me two years ago. He had noticed 
that his right breast was tender on palpation 
although not painful. In about two weeks 
the tenderness had subsided, and the breast 
had begun to enlarge. When he came under 
my observation, he was in good health and 
stated that he had never been ill. He was 
the father of six children, whose ages ranged 
at that time from thirty-seven to fifty-three 
years. 

The enlargement continued until the right 
breast was twice the size of the left breast. 
The condition then remained stationary for 
about twelve months and thereafter gradu- 
ally receded until it was only one-eighth 
larger than the other breast. There was no 
discharge from the nipple, nor was there 
elevation of temperature at any time. No 
masses could be felt. There was simply an 
enlarged breast, which was symmetrical. All 
laboratory examinations gave negative results. 

A diagnosis of gynecomastia was made. 
The patient received no treatment, but was 
kept under observation. When the last ex- 
amination was made on Jan. 1, 1945, the right 
breast was still one-eighth larger than the 
left breast. 


SUMMARY 


Tumors of the male breast are dis- 
cussed in their various aspects, includ- 
ing incidence, types of lesion, anatomy, 
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etiology and treatment. A series of 25 
cases is presented, with 4 illustrative 
case reports, one each of chronic mas- 
titis, syphilitic gumma, adenocarcinoma 

and gynecomastia. 


SOM MATRE 


Les tumeurs du sein male sont dis- 
cutées sous différents aspects; fré- 
quence, caractéristiques des lésions, 
anatomie, pathogénie, traitement. Une 
série de vingt-cing cas est présentée. 
Quatre cas sont étudiés a fond; un de 
mastite chronique, un de gomme syphi- 
litique, un adénocarcinomé et un de 
gynécomastie. 


RESUMEN 


Se estaudia en este articulo los tu- 
mores del torax en el hombre, entrando 
a considerar los diferentes aspectos, 
tales como frecuencia, tipos de lesién, 
aspecto anatdmico, etiologia y trata- 
miento. Se presenta una serie de 25 
casos, de la que se sacan 4 histrias repre- 
sentativas, a saber: una de mastitis 
cronica, otra de goma sifilitico, otra de 


(Continued from page 273) 

very much longer than the latent radio- 
graphic period—probably because the first 
radiograph was of a patient with prominent 
symptoms which have shown some abatement 
in the interval—the second only being called 
for because of a recrudescence of symptoms 
or a failure of the latter to clear within a 
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adenocarcinoma y, finalmente, otra de 
ginecomastia. 


TOUKH 3peHHA YaCTOTbI, THMa, aHaTOMHH, 
TepanHH. JlonoxKeHa cepHA 
25 ca1y4aeB 4 HCTOPHK 
XPOHHYeCKHH MAaCTHT, CH- 
FyMMY, H 
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ode, les lesions des cordes vocales sont 
guérissables dans le méme pourcentage 
de cas par lirradiation et par le 
chururgie. Il commenté sur le retard 
apporté au diagnostie de la nature des 
lésions. Il termine en disant que dans 
les cas ot: l’irradiation échoue, ot petit 
toujours avoir recours a la laryngec- 
tomie totale. 


RESUMEN 


Fundandose en su experiencia en el 
‘“‘Tumor Institute’? de Chicago y en 
otros sitios, el autor ha llegado a la 
conclusién de que la roentgenoterapia 
constituye un método de creciente im- 
portancia en el tratamiento del cancer 
de laringe y, en condiciones especiales, 
es preferible a la laringectomia. Las 
lesiones precoces de las cuerdas verda- 
deras pueden ser curadas en un tiempo 
medio similar por los métodos qui- 
rurgicos o por la irradiacién. De todos 
modos, el autor hace resaltar, el hecho 
de que desgraciadamente transcurre, 
por lo general, un demasiado largo 
periodo de tiempo entre la aparicién de 
la ronquera y la realizaci6n de una 
exploracién adecuada para poner de 
manifiesto el cancer. Como final se 
afirma que la irradiacién no constituye 
una contraindicacién a una subsecuente 
laringectomia total, si el tratamiento 
precoz descrito fracasara por cualquier 
razon. 
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M3 B UnKkarckom 
OnyxombHom Muctutyte B 
cTaxX aBTOp 3akIOUaeT, UTO PeHTreHOoTepa- 
NMA 3aHHMaeT BaxKHOe Me- 
CTO B J@4eHHH paka ropTaHH HM UTO TIpH 
OCOObIX YCJIOBHAX 
PaHHee HacTo- 
ALLeCH TOMOCOBOH CBA3KH C MOKa3aHHeM Ha 
HaKOBOM KOJIM4eCTBeE KaK XHpyp- 
Tak Ho on nogyep- 
KMBaeT TparHuecKH HHTepBad Bpe- 
MeHH, MexK Ly MepBbIM 
JIGHHEM OXPHIVJIOCTH He MeHee 
KBaTHbIM Bus- 
MOXKHOCTb KOHCTATHPOBaTb IMpHCyTCTBHe 
paka. OH He 
ABIACTCA IPOTHBONOKa3aHHeM JIA 
JlapHHreKTOMHH, eCJIH 
MoueMy He IIPHHeCJO 
TATOB. 
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IN MEMORIAM 
PROF. ALBERTO GUTIERREZ, F.LC.S. (ARGENTINA) 


More than a year has passed since the death of Prof. Alberto Gutierrez, of Buenos 
Aires, yet his memory is still green in the hearts of those who knew and loved him, and 
recognized and revered his contributions to medicine and surgery. His passing, on 
February 26, 1945, left in South America, a place that is not likely soon to be filled. 

Though he was but 52 years old at the time of his death, he had made contributions 
to the field of his own specialty that might be envied by men twenty years his senior. More 
than 300 published articles and books alone, including ‘‘ Lessons of Clinical Surgery’’ and 
“On the Formation of a Surgeon,’’ were but a part of his many accomplishments. The list 
of offices held, honors accorded and organizations founded or forwarded by him or through 
his efforts, is too lengthy for detailed recording. They included, to mention only a few, 
Secretary of the Third and Fourth Argentine Congress of Surgery (1931-82), official 
Narrator of the Second Brazilian Congress of Surgery (1939), President of the (Argentine) 
National Academy of Surgery (formerly the Society of Surgery of Buenos Aires), member 
of the Anaesthesia Society of Italy, corresponding member of the Royal Academy of 
Medicine of Madrid, founding director of the ‘‘Surgery Review’’ (Revista de Cirugia) and 
of the ‘‘ Argentine Revue of Anaesthesia and Analgesia’’ (Revista Argentina de Anestesia 
y Analgesia), Director of the Library and Archives of the Society of Surgery of Buenos 
Aires, secretary and later president of the Medical Society of the Spanish Hospital 
(Hospital Espafiol), vice-president of the Spanish Cultural Association (Asociacién 
Cultural Espanola) and director of the Clinica Quirtirgica Gutierrez. 

Prof. Gutierrez came of a family of medical men, being both the son and the nephew 
of physicians. His father, the eminent Dr. Avelino Gutierrez, early encouraged his son to 
undertake special studies and original research, which resulted in his being able to attain 
the ‘‘Facultad’’ prize of the Faculty of Medical Sciences of the University of Buenos Aires, 
for a thesis on the topographical anatomy of the peritoneum, at the age of 24, only a year 
after graduating from that institution (1916). Shortly thereafter, the young surgeon became 
head of a group of graduate students engaged in making a special study of this subject 
at their Alma Mater. This work led shortly to still higher recognition of the value of his 
studious nature, genuine vocation and extraordinary capacity for original investigation, in 
the form of an Assistant Professorship of Topographical Anatomy, in connection with which 
he also had charge of a course in Clinical Surgery and held the post of Surgeon-in-Chief 
of the Woman’s Section of the Hospital Espanol (Spanish Hospital) of his native city. 

The International College of Surgeons joins the medical fraternity of Latin America 
in mourning the passing of this truly great man, and has caused to be spread upon its 
records a resolution testifying to his merits and contributions during his lifetime and to 
the irreparable loss occasioned by his death. 


THEODORE JOHN DIMITRY, M_p., F.A.C.S., F.1.C.5. 


Dr. Theodore J. Dimitry of New Orleans, Louisiana, died October 27, 1945, following 
an illness of nearly a year. He was 65 years old. 

Dr. Dimitry was an eye and brain specialist of considerable note, not only in his native 
city, but throughout the medical world. He attracted widespread attention in 1941 by his 
announcement, made at the International Congress of Surgeons, of his invention of an 
artificial eye made of lucite, which was so designed that it could be moved in a natural 
manner by the muscles of the orbit. 

Born in New Orleans and edueated in the public schools of that city and at Tulane 
University, Dr. Dimitry received his medical degree in 1901. He headed the ophthalmo- 
logical department of Louisiana State University Medical School from very shortly after 
its foundation; he was also head of the eye clinic of the Charity Hospital for more than 
20 years, as well as professor of special anatomy at Loyala University. 

He was a Charter member of the International College of Surgeons, of which he was 
formerly Southern Regent and belonged to a number of other local and national medical 
organizations as well. Two sons, Theodore J., Jr. and Earl A. Dimitry, are also physicians. 
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WILLIAM JEPSON, M.D., F.A.C.S., F.LG.S. 


In these days of swift and frequent change, 
it is rare to find a physician who has stayed 
for half a century in one place, doing his 
duty as he sees it, without thought for wider 
fields in which he might add to his own 
personal glory. Such a man was Dr. William 
Jepson of Sioux City, Iowa, who died, fol- 
lowing an operation, on November 30, 1945, 
at the age of 82. 

Though Dr. Jepson served his entire pro- 
fessional life within a few miles of his child- 
hood home, he was by no means the pro- 
vincial that this might seem to imply. In 
1897, he spent six months studying in Edin- 
burgh, Scotland, where he passed the Triple 
Qualification Board tests, which granted him 
the degrees of Licentiate Royal College of 
Physicians, Member Royal College of Sur- 
geons of Edinburgh and Licentiate Royal 
Faculty of Glasgow, and also placed him on 
the British Registry for practice. During 
this same period abroad, he attended the 
twelfth International Medical Congress at 
Moscow as delegate. 

The Journal of Iowa State Medical Society 
tells an illuminating anecdote of his early 
years: ‘‘In 1893 an event occurred which dis- DR. WILLIAM JEPSON 
tinetly extended his influence and reputation 
as a surgeon. The cyclone at Pomeroy, Iowa, in the late summer brought death and 
destruction to that town, and 160 persons were injured. The many physicians who were 
hurried to the scene chose Dr. Jepson as chief surgeon, which was a high recognition of 
his organizing and surgical ability, particularly since he was then only thirty years of 
age. <A grateful community expressed its appreciation in the form of a beautiful watch 
which he always regarded as one of his prized possessions.’’ 

Dr. Jepson was born in Aarhus, Denmark, educated at the University of Iowa and 
Jefferson Medical College. He held graduate and honorary degrees from several other 
colleges and universities. He also served as officer in a number of local and regional 
medical and surgical organizations and held a commission in the Army Medical Corps 
during World War I, serving on the Mexican border and elsewhere. At the time of his 
death, he was the oldest living member of the Western Surgical Association, as well as 
the oldest living past-president of the Iowa State Medical Society. 

Dr. Walter L. Bierring says of him: ‘‘His suecess in the practice of surgery was 
largely due to his fundamental knowledge of anatomy, physiology, and pathology in their 
application to surgical diagnosis, combined with daring and skilful operative technic, yet 
his happiest moments were when he could lead a patient back to health without the need 
‘for surgery.’’ 
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RALPH CHARLES MATSON, o.pD., F.A.C.P., F.A.C.S., 


The medical profession in the western 
part of the United States in particular and 
the medical world in general suffered a 
serious loss, in the death, on October 26, 1945, 
of Dr. Ralph Matson, at the age of 68. Dr. 
Matson was known both here and abroad, for 
his outstanding work in thoracic surgery and 
the treatment of tuberculosis. 

Though born in Pennsylvania, Dr. Matson 
was truly a product of the Pacific North- 
west, having graduated from the University 
of Oregon Medical School (1902) and served 
his interneship at the Seattle General Hos- 
pital. Thereafter he studied abroad at Lon- 
don and Cambridge in England, at Vienna, 
at Diisseldorf and Berlin and in Paris. He 
was always primarily interested in diseases of 
the chest, and devoted much of the latter 
part of his life to the American College of 
Chest Physicians, of which he served two R 
terms as president. He also held the unique 
distinction of being a Fellow both of the 
American College of Physicians and of the 
American College of Surgeons. At the time il 
of his death he held the honor of being Senior 
Member of the American Association of 
Thoracic Surgery. He served during World 
War I in the Medical Corps of both Great 


me 


> 


if Britain and the United States, successively. 

C He was one of the early members of the International College of Surgeons, having 

ite received his diploma of Fellowship on December 8, 1937. At one time he served as National 
ae Regent for Thoracic Surgery, and was also Vice-President of the United States Chapter 


o of the International College. 

a His work as both teacher and writer was extensive, and he travelled widely both in 
search of additional knowledge for himself, and in the interests of the speciality he had 
elected. The benefits of both his travels and his teaching will live long in the profession. 
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FREDERICK WALTER MINTY, F.A.c.s., F.1.C.S. 


Dr. Frederick W. Minty, of Rapid City, 
South Dakota, died suddenly, following a 
heart attack, at his home on Saturday, No- 
vember 24, 1945, at the age of 63. The son 
of an English Methodist Episcopal clergy- 
man, Dr. Minty and his family were well 
known in many fields of endeavor in the 
Black Hills area beside medicine. In his 
younger days, he was active in sports and 
in music. He was also interested in photog- 
raphy and in aviation, owning his own plane 
for a number of years. 


Dr. Minty received his medical degree from 
Sioux City College of Medicine in 1904, and 
specialized in surgery during most of his pro- 
fessional life. His son, Dr. Earl Minty, is 
in practice in Duluth, Minnesota. 


JOHN HERBERT BLISS, F.A.cs.,_ F.1.C.s. 


Dr. J. Herbert Bliss, of Brooklyn, New York, and Lakeville, Connecticut, died on 
October 1, 1945, at the age of 52. 

Born and educated in Clyde, New York, Dr. Bliss received his medical degree from the 
College of Physicians and Surgeons of Columbia University in 1921, and a Master’s degree 
from the Columbia Graduate School the next year. He held a post-graduate fellowship in 
Surgery at the Mayo Foundation for Medical Education and Research, Rochester, Minne- 
sota, from 1923 to 1929, prior to which he had served his interneship at Methodist Hospital 
in Brooklyn, New York. Following his service at Rochester, he became Chief Surgeon for 
the Methodist Hospital Surgical Dispensory, which position he held for the rest of his life. 
He was also instructor in Surgery to the Nurses’ Training School of the same institution. 

In addition to his affiliation with the American and International Colleges of Surgery, 
he also belonged, among others, to the American Association of Railway Surgeons, the 
Associated Physicians of Long Island, the Radiologist Society of North America and the 


New York Academy of Medicine. 
(Continued on page 287) 
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News Notes 


‘“THE WAR’S DESOLATION’’ 


A recent letter from the editor of 
the ‘‘Journal’’ of the Philippine 
Medical Association, requesting re- 
sumption of exchange with this 
‘‘Journal’’ reads, in part, as fol- 
lows : 

‘Tt is with profound regret that 
we inform you that our library had 
been completely burned by the ruth- 
less enemy. The Philippines had 
suffered so much—its principal 
medical institutions (it is painful 
to state) had been so utterly de- 
stroyed, that unless America and 
the other United Nations extend to 
us their helping hands we would not 
be able to rebuild them. 

‘‘We suspended the publication 
of The Journal after the December 
1941 issue, the Philippines being 
occupied by the Japanese January 
1942, so the enemy would not be 
able to use it for propaganda... . 
We had been completely isolated 
from scientific world during 1942- 
1944; and you can understand how 
thirsty we are for new medical 
knowledge. ”’ 


The Army Medical Library—John F. Ful- 
ton, M.D., president of the Honorary Con- 
sultants to the Army Medical Library, 
Washington, reports, regarding the present 
expansion program planned for that invalu- 
able institution, as follows: ‘‘As you may 
know, at the outbreak of the war hearings 
were in progress before a Committee in Con- 
gress, advocating a new Army Medical 
Library building to be erected at a cost not 
exceeding $4,750,000. These hearings were 
terminated during the war and are about to 
be resumed sometime in April... .’’ He asks 


if ‘‘you will help the Army Medical Library 
by giving wide publicity to the coming hear- 
ings before the Budget and Congressional 
Committees which will determine whether a 
new building will be erected on Capitol Hill 
to house the greatest collection of medical 
books in the world. On account of in- 
creased costs. .. . Congress is now asked for 
$10,000,000... . 

“It is impossible longer to carry on in the 
present building which was built in 1887. 
The need for a new building has never been 
disputed, but unless the medical profession 
rallies to the aid of this vital project, which 
has been solidly backed by men such as Wil- 
liam Welch and Harvey Cushing, it is pos- 
sible that the laws will not be amended to 
provide a proper building which will enable 
the Library to furnish service to the medical 
profession throughout the country and_ to 
many parts of the world.’’ 

Dr. Welch, in his lifetime, had this to say 
about the Army Medical Library, ‘‘I have 
been asked on more than one occasion what 
have been the really great contributions of 
this country to medical knowledge. I have 
given the subject some thought and believe 
that four should be named: (1) the discovery 
of anesthesia; (2) the discovery of insect 
transmission of disease; (3) the development 
of the modern public health laboratory in 
all that the term implies; (4) the Army 
Medical Library and its Index-Catalogue. 
This library and its catalogue are the most 
important of the four.’’ 

The value of this Library and its related 
services is inealculable. That it should be 
inadequately housed and equipped for want 
of appreciation and support from the medical 
profession throughout the world—and espe- 
cially in the United States—is unthinkable. 
All possible pressure should be brought to 
bear on Congress to pass all of the necessary 
legislation immediately. This must become 
the personal concern of every individual 
medical man, for ‘‘every one makes one’’— 
no voice is too small or humble to be of value. 
Make yours heard, now! 
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German Ideas Haven’t Changed!—Science 
Magazine reports with appropriate gusto, 
that, at a meeting last summer of the German 
Society of Anthropology, Dr. Waldeyer of 
Berlin, reasserted the idea, so carefully 
fostered under the Nazis, that woman is 
literally, physically and mentally, inferior to 
man, that her training should aim only 
toward fitting her for duties within the home. 
Will they never learn? 


New Journals.—Announcement is made of 
a new quarterly ‘‘Journal of the History of 
Medicine and Allied Sciences’’, to be pub- 
lished by Henry Schuman, 20 East 70th 
Street, New York City 21. The editor is 
Dr. George Rosen. 

Also announced recently, is a new journal 
to appear about July of this year, to be 
entitled ‘‘Journal of Plastic and Reconstruc- 
tive Surgery’’. It will be the official organ 
of the American Society of Plastic and 
Reconstructive Surgery. It is to be pub- 
lished bi-monthly by Williams and Wilkins, 
Baltimore. 


Sixty Years of Service-—Max Einhorn, 
M.D., F.1.C.S., was honored by a reception 
tendered him by the staff of Lenox Hill 
Hospital, New York City, on last November 
28th, held in the Einhorn Auditorium, a 
building he, himself, presented to the hos- 


(Continued from page 285) 
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pital in 1938. The event was in recognition 
of sixty years of service to the hospital. 
An engrossed resolution was presented to him 
by the board of trustees. 


Memento of Edward Jenner.—The Van- 
couver Medical Association Library has re- 
cently acquired through a gift an original 
letter signed by Edward Jenner, in which 
the great pioneer makes specific mention of 
vaccination. 


Second South American Congress on 
Neurosurgery.—Announcement is made of 
the forthcoming Second South American 
Congress on Neurosurgery to be held in San- 
tiago, Chile, in April 1947. Dr. Alfonso 
Asenjo, in giving the first details of the 
meeting, states that there will be three discus- 
sion groups, (1) Hydrocephalus, (2) His- 
tology in Brain Tumors in Relation to Clini- 
eal Findings, and (3) Brain Abscess. He 
also says, ‘‘We expect to be honored at this 
meeting by the presence of neurosurgeons 
from all over the world with the object of 
organizing the future International Con- 
gresses which could be held at five-year inter- 
vals in different countries.’’ Enquiries should 
be addressed to Dr. Alfonso Asenjo, Secre- 
tario General del Comité Ejecutivo y Director 
del Instituto Central de Neurocirugia, 
Pabell6n Cushing, Santiago, Chile. 


Dr. Bliss made a number of valuable contributions to the literature on carcinoma and 
related conditions, his particular interest having been in the combination of surgery with 


radiation therapy. 


He received his degree and diploma of Fellowship in the International College of 


Surgeons at Philadelphia, October 4, 1944, just one year before his death. 


That he should 


have been removed so untimely is a source of genuine sorrow to those who knew him and 


valued his unassuming devotion to his chosen calling. 
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NEW BOOKS 


In Modern Methods of Amputation’ by Edmundo Vasconcelos, the general surgeon 
will find an excellent handbook for practical use. In his foreword, the author says, ‘‘There 
are many studies of these (amputation) techniques available in books and in specialized 
articles. A general review of all of these was needed in order to weed out the so-called 
old-fashioned ‘gallery techniques’, or the purely academical operations which have no clini- 


eal value. Through the great experiences gained in the last war, our knowledge of this © 


chapter of surgery has been revised and” it has been learned “that rehabilitation for 
work and social adjustment is impossible unless a well studied and perfectly fitted pros- 
thesis can be obtained.” 

It is on the basis of these two stated observations that the book has been planned 
and constructed. The opening chapter deals with general considerations, including optimum 
levels for amputations with reference to the mentality and occupation of the patent as 
well as purely physical considerations. The second and third chapters cover general prin- 
ciples and indications. 'wo chapters are devoted to detailed descriptions of technics for 
the upper and lower extremities respectively, with a final section on prostheses. An exhaus- 
tive bibliography is appended. 

The illustrations, which are numerous, are, with a few unimportant exceptions, line 
drawings done by José Goncalves Filho. Their detailed character makes them much 
clearer than photographs; their arrangement, showing, in most instances, each step of the 
operation, constitutes a complete lesson even without the accompanying text material. 

General Kirk’s introduction entitled, “The Development of Amputation”, is in itself 
a valuable addition to medical literature, giving a brief but lucid account of the entire 
history of amputation, down to very recent times. He goes into particular detail regard- 
ing the amputations performed by military surgeons, on the field of battle or in army 
hospitals during the last one hundred and fifty years. This portion of the text is illus- 
trated with several antique drawings of marked historic interest. 


One of the most beautiful books that has ever come across this reviewer’s desk is Men 
Without Guns, The Story of Army Medicine,? by DeWitt Mackenzie. Here, in a large 
quarto volume, are collected magnificent, full-color reproductions of the work of a score or 
more of America’s finest contemporary painters, who, as accredited war correspondents, 
covered every theatre of World War II. The originals are a part of the Abbott Collection 
of Paintings, now owned by the United States Government. 

With a vividness no written word or photograph could possibly equal, there is spread 
out every phase of the work of the Army Medical Corps, from the scrubbing of bloody 
stretchers on a palm-bordered beach to the distinctly humorous aspect of an ingenious 
device for the splinting of a fractured maxilla. The mud and filth, the patient suffering 
of the wounded, the unquestioning courage of the unarmed corpmen, the incongruity of 
location of hospitals and dressing stations, the skill, resourcefulness and inhuman endurance 
of surgeons and nurses, all are represented with honesty and simplicity that point with 
pride, yet shun maudlin heroics. 


1 Modern Methods of Amputation. Edmundo Vasconcelos, Professor, University of Sio Paulo. With an 
Introductory Survey of The Development of Amputation by Maj. Gen. Norman TT’. Kirk, M.C., Surgeon 
General, U. 8S. Army. 253 pp., 262 illustrations. The Philosophical Library of New York, Department of 
War Medicine, New York. Price $10.00. 

2Men Without Guns, The Story of Army Medicine, by DeWitt Mackenzie, with a foreword by Maj. 
Gen. Norman T. Kirk, Surgeon General of United States Army. Illustrated with 137 plates, 118 in full 
color, from Abbott Collection of Paintings owned by the United States Government. The Blakiston Co., 


Philadelphia, 1945. Price $5.00. 
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Some of the pictures, including the frontispiece, ‘‘The Man Without a Gun,’’ have 
previously been published in ‘‘Life’’ magazine. To those who have seen them there, little 
more need be said. 

The text material is keyed to the pace of the pictures, brief, concise and to-the-point. 
A word sketch of each artist, with a small photograph, is included in the opening chapter; 
the balance is a sort of running commentary to tie the illustrations together and give a 
little of the background. 

The appeal of this book is widespread; the physician, the medical artist, the student 
of contemporary painting, the modern historian, will each find rich rewards within its 
covers. And all this for little more than the price of a single romantic novel! 


In the introduction to his General and Plastic Surgery,’ Dr. Eastman Sheehan, says, 
in part, ‘‘In Worid War II, as in its predecessors, medical necessity has again proved 
itself the mother of invention. The development of new (medical and) surgical technies 
to save life and remove deformity and disability, has written a brilliant new chapter in 
the treatment of trauma.’’ 

Dr. Sheehan’s experience in the type of work treated in this book was gained in large 
part from personal contact with war injuries in Spain and in England. He speaks 
glowingly of his associates on both sides of the Atlantic, and has freely and frankly drawn 
upon these contacts for many of his procedures, as well as the pictures to illustrate them. 

In separate chapters, extensively subdivided, the author covers nearly every conceivable 
species of traumatic injury, including blast, burns, stab wounds, bullet and other missile 
wounds, and the infections and other sequellae that follow them. The final section is 
concerned with standard operations for repair. Although Dr. Sheehan, was, naturally, 
chiefly concerned with war injuries, much of the material included applies equally well to 
industrial and traffic accidents, and their resultant trauma. Equally, much of the material 
is applicable to congenital malformations, such as harelip. An extensive section on 
prostheses is included in the chapter on injuries to the extremities. 

Illustrations are very numerous, every step of each procedure being shown, usually 
in simple line drawings, which gain, rather than lose clarity, from their lack of ‘‘artistic’’ 
detail. The one shortcoming of the book is the fact that the photographs are not of a 
quality to compare with the drawings; being small, grainy and lacking in essential detail 
in some eases. This is not too serious, however, as they are used to show general problems 
and results, rather than actual procedures. 

In physical format, the book is pleasing, with clear, black type and short paragraphs, 
nearly every one of which has a brief, succinct sub-heading, making for quick and easy 
reference. Extensive bibliographies are plaeed at the end of each chapter. The subject 
index, while adequate, might perhaps, have profitably been somewhat more detailed. 

The appeal of this book is wide, being equally to the general and to the plastic 
surgeon, as well as to the physician who also has occasion to do some surgical procedures 
in connection with his medical practice. In fact, it is, perhaps, to this last group that it 
would be most valuable, as a work of reference, especially in these days, when so many 
war casualties are returning to civilian life, made whole by the service medical departments, 
but still needing some—or occasionally, much—additional functional and plastic repair for 
economic and cosmetic reasons. 


Modern medical science is beginning to realize that the various processes which go 
on in the human body are, even if no less wonderful, certainly less mysterious, than 
was formerly believed. There is a definite reason for each physical and chemical change; 
these changes follow fixed rules, the same rules that govern similar processes in other 


types of structures, living or inert. 


3General and Plastie Surgery, with Emphasis on War Injuries. J. Eastman Sheehan, M.D. Paul B. 
Hoeber, Ine., New York, 1945. Price $6.75. 
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It is with these, no-longer wholly mysterious processes that Rudolf Héber’s* new 
text, Physical Chemistry of Cells and Tissues, is concerned. In his introduction, Dr. 


Hober has this to say of his work: ‘‘This book has grown to its present state ... during 
more than three years of war... . Its outlines may appear to comprise a well-defined 
entity. ... Many a wound and many a defect have not abolished the integrity of the basic 
idea. The subject of the book ... is ‘physiology from below,’ not originated to fill human 
needs . . . but as a branch of physical chemical science dealing with life as a physical, 
though exceedingly complex system. . . . During the last four decades . . . chemistry has 


more and more become a branch of physics.’’ 

This book is not for the casual student, nor for the busy general practitioner; rather 
its appeal is to the serious researcher who intends to go, whole-heartedly and deeply, into 
underlying causes, in the laboratory. It is all ‘‘solid meat’’ throughout its 676 pages of 
closely-spaced, small, black print. Questions, often startlingly thought-provoking, are 
asked, or subjects for discussion set up, in numbered, bold-faced side-heads; each of these 
is followed by a thorough discussion of the subject. The text is exhaustively annotated ; 
bibliography is placed at the bottom of every page, making for quick, easy reference. 
Illustrations are mostly graphs and tables, bearing closely on the adjacent text, and 
schematic diagrams of physical and chemical relations. 

Separate indices by authof and subject are included, as well as an extremely detailed 
table of contents. A brief introduction entitled ‘‘Selected Principles of Physical Chemistry’’ 
by David I. Hitcheock, together with a list of related texts, precedes the first chapter. 


The general practitioner has almost daily contact, in his consulting room, with women 
patients suffering from a multiplicity of ‘‘female troubles’’ which, though very bothersome 
to the victim, are oftentimes easily dealt with by simple, routine procedures. It is with 
this type of problem that Margaret Moore White,® in her Symptomatic Diagnosis and 
Treatment of Gynaecological Disorders, is primarily concerned. 

Miss White’s small handbook is well designed to fulfill its avowed purpose. Her wide 


experience in general practice and in clinics has given her a breadth of vision that enables — 


her to put first things first and lay emphasis where it is most needed. In brief paragraphs, 
each with an identifying bold-face head, the author has covered practically every commonly- 
encountered problem in the gynecological field. These in turn, are, in one direction, 
subdivided by italic side-heads, and in the other, grouped in numbered sections, by various 
logical methods of classification. 

One digression from the usual style of reference texts should be noted with approval. 
Descriptions of rare or less frequently encountered conditions, are printed in smaller type— 
an example of the aforementioned matter of emphasis. This is one of several improvements 
introduced in this, the second edition of the work. 

The illustrations vary in type and style to match individual requirements and are 
adequate and clear. They included line drawings of various kinds, charts and graphs, 
and photographs and roentgenograms, all well reproduced and of fair size within the 
limitations of a small page. 

Altogether this is a worth-while addition to the literature of gynecology and_ will 
probably find itself more frequently used by the busy doctor than many more pretentious 


volumes. 


4 Physical Chemistry of Cells and Tissues. Rudolf Héber and others. The Blakiston Co., Philadelphia, 
1945. Illustrated. Price $9.00. 

5'The Symptomatie Diagnosis and Treatment of Gynaecological Disorders. Margaret Moore White, M.D. 
(Lond.), F.R.C.S. (Eng.), M.R.C.0.G. Foreword by F. J. Browne, M.D. (Aberd.), D.Sc., F.R.C.S, (Edin.), 
F.R.C.0.G. 2nd Ed. 108 Illustrations. H. K. Lewis & Co., Ltd., London, 1946. Price 16s. 

(Further details regarding this work may be gained by reference to the review of the first edition, 
which appeared in this Journal in Mareh—April, 1945.) 
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Seccion en Espanol 


Nuevos Conceptos Sobre La Patogenia Del 
Adenoma Prostatico 


ARMANDO TRABUCCO, M.D., F.I.C.S. 
BUENOS AIRES, ARGENTINA 


N el siglo pasado Mercier, Civiale, 

kK Velpeaud, Leroy D’Etoiles, con- 

sideraban al adenoma como una 
hipertrofia en masa de la glandula. 

Launois, creia que la arterioesclerosis 
era en realidad la iniciacién del ade- 
noma. Ciechanovsky y Rotchil fueron 
partidarios de la teoria inflamatoria; 
teorias todas que tuvieron su apogeo, 
pero que no resistieron a los mas 
minimos embates, por lo que fueron 
abandonadas. 

Kn los comienzos de este siglo, Al- 
barran, Hallée, Perearneau, Motz, ex- 
pusieron una _ teoria patogénica, ya 
preconizada por Rochitansky en 1881, 
en la cual desarrollaban la hipétesis de 
que el adenoma tenia lugar en la glandu- 
las Ilamadas_ periuretrales, colocadas 
por debajo de la mucosa uretral dentro 
del esfinter del cuello y que, con 
su desarrollo, producian el llamado 
adenoma. 

Estas teorias fueron defendidas por 
Tandler y Zuckerkandl; tan convencidos 
estaban los autores europeos, que Papin 
y Verliae aconsejaron llamar a esta 
afeccién, adenoma de la uretra posterior, 
en lugar de adenoma prostatico, querien- 
do con esto separar categoricamente 
ala préstata de la produccién adeno- 
matosa que creian no pertenecer a ella. 
Con el concepto de la teoria periuretral 
del adenoma de préstata hemos perma- 
necido hasta ahora. 

Ultimamente Randall en un detenido 
examen del lébulo mediano llama la 
atencién de que no sdlo las glandulas 
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periuretrales se pueden _hipertrofiar, 
sino que también los elementos glandu- 
lares preespermaticos pueden desarro- 
llarse en forma adenomatosa. 

Reischauer y Deming y Wolff, por 
otra parte, afirman que no es el ade- 
noma lo que primeramente se forma, 
sino numerosos pequefios tumores fibro- 
musculares que toman asiento en la 
pared posterior de la uretra, compa- 
randolos a los fibromas de titero y 
atribuyéndolos a similar origen Miille- 
riano. Estos autores dicen que la 
presencia de tales tumores fibromuscu- 
lares excitarian la proliferacién de las 
glandulas vecinas, especialmente peri- 
uretrales que serian englobadas por los 
mismos procesos fibrosos neoformados. 
En Francia, Cuneo ha expuesto ante la 
Academia de Medicina de Paris una 
nueva teoria similar en cierto modo a 
la de Moskowicz sobre el adenoma, 
atribuyendo este proceso a la_hiper- 
plasia glandular de los elementos situa- 
dos alrededor del utriculo y afirmando 
que todos los adenomas se desarrollaban 
en ese sitio. 

No entraremos a rebatir los argu- 
mentos de unos y otros autores ya que 
no es aqui el sitio apropiado. Es indu- 
dable que todas estas hipdtesis tienen 
algo de cierto y no se deben tomar 
individualmente como categoricas. 

La opinién de Albarran y Motz es de 
indudable valor; existen en efecto ade- 
nomas desarrollados dentro de la mus- 
culatura, l6bulos medios de glandulas 
lamadas periuretrales, pero también 
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existen adenomas desarrollados en cual- 
quier zona de la prostata, interviniendo 
cualquier parte de la glandula en la pro- 
duccién de estas formaciones patogenas. 
Y si extremamos la légica veremos 
también que dichas glandulas periure- 
trales son tales por la situacién en que 
se encuentran, pero son prostaticas por 
naturaleza. Son glandulas en latencia 
y en potencia cuyo desarrollo mas o 
menos tardio pue de explicarse por 
estimulos de origen endocrino que ya 
hemos analizado oportunamente. 

Para ser mas explicitos veamos como 
se desarrolla la préstata y con ello 
demostrar que las glandulas Hamadas 
periuretrales de uretra posterior deben 
considerarse como prostaticas. Por 
otra parte, el mismo desarrollo adeno- 
matoso en ese sitio nos indica que no 
son glandulas que puedan asemejarse 
en ningtin momento a las glandulas 
periuretrales. Kmbriologicamente con- 
siderada, la regién prostatica en un 
embrién humano de 32 mm. presenta 
por arriba y abajo de la desembocadura 
de los tubos de Miiller y Wolff, dos 
zonas de mesénquima cuyas c¢lulas 
estan perfectamente conglomeradas que 
rodean por asi decir, al tubérculo 
genital. De mas esta decir que es en 
la pared posterior del seno uro-genital 
en donde se acomodan estos elementos 
del mesénquima. Recordaremos de paso 
que la zona situada entre los uréteres 
y conductos de Wolff representa la 
unica inclusién mesenquimal en el seno 
uro-genital derivado de la alantoides y 
que, por lo tanto, este seno es de origen 
netamente entodérmico, quiero decir 
con esto que es unicamente la pared 
posterior del seno uro-genital dentro de 
la zona compuesta por los uréteres y 
los conductos de Wolff, en donde van 
a producirse los elementos prostaticos 
derivados directamente del mesénquima; 
la pared superior, como ya dije, que es 
de origen entodérmico, producira tam- 
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bién glandulas, pero veremos como 
evolucionaran de una manera completa- 
mente distinta. 

En cuanto al hecho de que la produc- 
sién glandular pueda tomar nacimiento 
en la mucosa o en el mesénquima tiene 
interés relativo. Lo evidente es que se 
desarrolla siempre en una parte deter- 
minada con tubos glandulares que se 
sitian alrededor de los conductos me- 
sonéfricos y siempre en la_ pared 
inferior del seno uro-genital. 

Estos elementos glandulares nacidos 
en la pared inferior son los verdaderos 
elementos prostaticos. Los nacidos en 
la pared superior del seno uro-genital 
se pueden considerar periuretrales y se 
atrofian formando la comisura anterior 
del adulto, lo que confirma su origen 
embriolégico distinto. 

Al observar el estado de la uretra 
posterior en un feto de cuatro meses 
podemos ver al tubéreulo de Miiller 
perfectamente saliente en la luz uretral, 
en donde desemboca el utriculo y a 
ambos lados los conductos Wolffianos. 
Los elementos glandulares prostaticos 
estan perfectamente diferenciados per- 
mitiéndose observar como orientan su 
eje mayor hacia la pared posterior de 
la uretra. Hay todavia en el embrién 
de esta edad elementos glandulares en 
la pared superior; estos elementos no 
tienen nada que ver con los elementos 
que se desarrollan en la pared inferior 
cuyas glandulas van diferenciandose, 
arracimandose y adquiriendo poco a 
poco la forma que le corresponde. 

La préstata de un nifo de 5 meses 
muestra el complejo glandular colocado 
evidentemente en la pared posterior de 
la uretra por delante de los conductos 
eyaculadores rodeando a éstos y desa- 
rrollandose también hacia la parte mas 
inferior por detras de ellos. Ya en el 
nifio de 5 meses no existen glandulas 
periuretrales en la pared superior, se 
han atrofiado completamente. Las glan- 


MARZO-ABRIL 
1946 


1 

d 

d 

li 

0 

t 

d 

u 

; 

d 
n 
p 

le 

| 

Fi 

de 

ar 

| la 

cl 

di 

Se 
a 
el 

m 

de 

de 


NO. 2 


dulas prostaticas al parecer se acomo- 
dan por lobulos, estén separadas por 
tejido conjuntivo muscular de fibras 
lisas. Ademas comienzan a mostrarse 
otras formas glandulares, que se in- 
terponen entre los conductos eyacula- 
dores y que toman nacimiento en el 
utriculo prostatico. Estas glandulas 
segtin Vimtembergen se cree que son 
comparables a las glandulas de coagula- 
cién de los roedores. Ademas, con el 
desarrollo podemes ver que ya en el 
nino de 9 anos existen en la pared 
posterior de la uretra glandulas de las 
llamadas_ periuretrales, desarrolladas 
por dentro del muscelo del cuello cuyos 
caracteres son muy similares a los de 
las glandulas prostaticas embrionarias. 


Fig. 1. Corte transversal de préstata a la altura 


Obsérvese en el posterior un  nédulo 
adenomatoso. 


La prostata sigue su crecimiento de 
acuerdo a las leyes embrionarias que 
la rigen y podemos ver en el adolescente 
cuando se hacen cortes seriados, verda- 
deras secciones topograficas transver- 
sales tomadas a distintas alturas que, 
a nivel del cuello vesical se distingue 
el musculo del cuello en forma nitida 
con algunas pequefias glandulitas en la 
mucosa. La proéstata esta colocada por 
detras del misculo del cuello y por 
delante de los conductos eyaculadores 
para formar un corte mas inferior to- 
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davia, a la altura del veru-montanun. 
Podremos distinguir, ademas, la cavi- 
dad del utriculo rodeado por tejido 
muscular y con glandulas dentro de él. 

Ks perfectamente visible la division 
de la préstata en distintos lébulos de 
acuerdo a su origen embriolégico, que 


Fig. 2. Corte transversal de préstata a la altura 
del veru-montanun, de un hombre de 52 afios. Puede 
observarse, diseminados en toda la glindula, pequeiios 
acinis en vias de degeneracién adenomatosa, con 
cuerpos amiliceos en su interior. 


debe terminar en un complejo glandular 
formado por multiples lébulos cada une 
de ellos separado por una red conjun- 
tivo-muscular dividiendo, por asi decir, 
a la préstata en compartimentos de 
distinto tamano y situacion. 
Aleanzada la edad adulta, la prostata 
permanece en estado estacionario en 
cuanto a tamano, pero ya puede co- 
menzar a sufrir procesos alterativos. 
En la preparacioén perteneciente a un 
hombre de 25 afios que ha aleanzado su 
estado mas activo, goza de todas las 
caracteristicas estructurales que tienen 
estos elementos. Sin embargo, podemos 
ver fendmenos patolégicos en la glan- 
dula que a pesar de tener tan sdlo 25 
anos de edad ha desarrollado en su 
lébulo posterior, por detras de los 
conductos eyaculadores, un proceso ade- 
nomatoso limitado y perfectamente evi- 
dente (Figura 1). 
Estas pequefias alteraciones de la 
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Fig. 3. Corte longitudinal de la uretra posterior y 
de Ja préstata. Obsérvese en el medio de la luz 
uretral, abajo la vesicula seminal y el conducto 
deferente que vi a desembocar en el veru-montanun. 
Por arriba y abajo del deferente hay glindulas 
prostiticas que en este Ultimo lado presentan una 
manifiesta degeneraci6n adenomatosa quistica. 


prostata son posibles de encontrar en 
todas las glandulas adultas, pudiendo 
ser atribuidas a obstrucciones locali- 
zadas en sus canales exeretores o a 
procesos realmente hiperplasicos abor- 
tivos. Siguiendo con la objetivacion de 
estos elementos podremos ver la prepa- 
racion correspondiente a un hombre de 
52 afios, un corte a la altura del veru- 
montanun donde se observa el utriculo, 
alrededor del cual hay una espesa capa 
de tejido muscular que lo rodea y que 
nos pone en guardia con respecto a la 
teoria de Ctineo formulada en estos 
ultimos tiempos; este tejido muscular 
seria una verdadera barrera hacia la 
hipotética proliferacién adenomatosa de 
las glandulas utriculares, que, por otra 
parte, alterarian inmediatamente la 
imagen endosedpica del veru-montanun, 
cosa que nunea sucede en los adenomas 
de la préstata; podemos ver también en 
esta préstata, practicamente uno de los 
momentos de la iniciacién del futuro 
adenoma; hay pequefos focos disemi- 
nados en todo el parénquima cuya 
dilatacién glandular podria ser causa 
primera para que mas adelante se desa- 
rrolle un adenoma (Figura 2). 

Kn algunas otras preparaciones y en 
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especial una perteneciente a un hombre 
de 48 anos (Figura 3), existen verda- 
deros adenomas en la parte supra- 
montanal de la préstata; adenomas que 
no son de las glandulas Hamadas_ peri- 
uretrales o subcervicales sino que son 
verdaderos adenomas de la parte pre- 
espermatica de la proéstata. 

Kn casi todas las preparaciones po- 
demos ver como poco a poco se fragua 


Fig. 4. Corte longitudinal de la préstata de un 

hombre de 55 afios de edad, donde puede observarse 

una préstata atréfica, pero presentando glandulas 

prostiticas submucosas en la pared inferior, mal 
llamadas periuretrales. 


Fig. 5. Corte transversal de préstata. Pequeiio 
adenoma de las glindulas prostiticas periuretrales 
que rechaza hacia abajo al mésculo del cuello. 


la capsula delimitante al futuro ade- 
noma patol6gico que permitira enu- 
clearlo sin producir grandes traumas en 
la glandula. Podemos ver también 
como el adenoma que con su crecimiento 
va rechazando a la glandula se rodea, a 
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su vez, de tejido conjuntivo haciendo 
una verdadera capsula al tumor adeno- 
matoso, separando a la prostata apa- 
rentemente normal de esta nueva 
prostata hiperplasiada. Es la defensa 
de la naturaleza contra el proceso pato- 
légico; en el comienzo, el miisculo del 
cuello permanece inalterado. 

Dijimos que el punto de proliferacién 
adenomatosa puede radicar en cual- 
quier sitio de la préstata; hemos visto 
en una prostata de un hombre de 25 
aos como habia puntos evidentemente 
patologicos en el lébulo posterior pros- 
tatico cuyas caracteristicas podriamos 
llamar de iniciacién. La produccidn 
adenomatosa podemos encontrarla en 
los lébulos laterales, en la porcién pre- 
espermatica de la préstata, en el tejido 
submucoso de la pared posterior de la 
uretra, pero es indudable que predomina 
en la zona preespermatica. 


Fig. 6. Corte transversal de préstata. Maltiples 

fibromas y fibroadanomas localizados algunos en la 

periuretra y otros en pleno parénquima glandular 
por fuera de la musculatura del cuello. 


Kstos focos adenomatosos miultiples 
van desarrollandose lentamente y re- 
chazan paulatinamente al tejido noble 
preestablecido haciéndose una verdadera 
caparazon fibro-conjuntiva-glandular. 

Nos Ilamara la atenci6én, y ello es !a 
preocupacion de todos los investigadores 
que han detallado !a proliferacién ade- 
nomatosa en zonas especiales de la 
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prostata, el hecho de que el Ilébulo 
posterior prostatico siempre en- 
cuentra rechazado cuando hay algtn 
tumor adenomatoso. 

Ante la evidencia de los hechos comen- 
tados mas arriba, que tienen indudable- 
mente sus procesos proliferativos de 
comienzo en cualquier parte de la 


Fig. 7. Corte transversal de préstata. Ndédulos 
adenomatosos localizados por fuera de la musculatura 
del cuello, en la pared lateral de la préstata. 


prostata, nos preguntamos también, 
porqué, si hemos encontrado repetidas 
veces adenomas de comienzo en la por- 
cidn retroespermatica de la préstata, es 
tan poco frecuente que en las interven- 
ciones nos encontremos con adenomas 
colocados por detras o debajo del 
veru-montanun ? 

La explicacién creo que no es dificil. 
Consideremos la prdéstata como una 
glandula encarcelada dentro de un cubo 
que la rodea por 5 costados estando 
abierta su cara superior, y tendremos 
asi a la proéstata limitada, a los lados 
por los ligamentos sacroptbicos; por 
debajo por el diafragma perineal; por 
delante por el pubis y por detras por la 
aponeurosis de Denonvilliers, ésta es 
la parte mas elastica de las que hemos 
mencionado; queda pues la_ prdstata 
libre por la pared superior incluyendo 
dentro de la superior a la uretral. Toda 
proliferacién adenomatosa tendera a 
hacerse hacia la uretra, vejiga o bien 
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empujara a la aponeurosis de Denon- 
villiers, en lo que ésta sea de extensible. 
Otra conjetura debemos hacer ademas. 
La prostata es un organo practicamente 
dividido en dos secciones; una prees- 
permatica y la otra retroespermatica, 
siendo la zona divisoria la establecida 
por los conductos eyaculadores en su 
marcha hacia la uretra. Como podemos 
ver en las microfotografias adjuntas y 
colegir del estudio de la embriologia, 
estos conductos forman una verdadera 
brida resistente a concavidad superior, 
dividiendo a la glandula a su vez en dos 
partes; una, la superior que puede 


Fig. 8. Corte transversal de préstata a la altura 
del cuello vesical, Pueden observarse en este corte 
nédulos adenomatosos, fibroadenomatosos y adenomas 
quisticos localizados en distintos puntos de la 
gliandula, ya sea por dentro del misculo del cuello, 
por fuera de ¢l y en el lébulo anterior prostatico. 


soportar una gran hiperplasia adeno- 
matosa puesto que no tiene impedimento 
su desarrollo y conseguira extenderse 
hacia vejiga o uretra, y otra, la inferior, 
cuya proliferacién adenomatosa esta 
immediatamente detenida por el apri- 
sionamiento que le hacen las paredes 
que la rodean. Cualquier proliferacién 
mas grande de lo que puedan soportar 
las paredes laterales repereutira indu- 
dablemente sobre la vascularizacion de 
dicha zona, comprimiendo los vasos 
arteriales 0 venosos y dificultando de 
esa manera el metabolismo celular de 
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esa parte de la proéstata, llevando como 
resultado a la atrofia del foco adenoma- 
toso neoformado, favoreciendo, ademas, 
el rechazo del lébulo posterior por los 
adenomas o llamémosle por la prostato- 
patia adenomatosa preespermatica. 

Y asi vemos, en la_ preparacion 
(Figura 3) correspondiente a un hombre 
de 48 anos, un verdadero adenoma 
preespermatico rechazando hacia abajo 
a los conductos eyaculadores y vesiculas 
seminales: adenoma situado lejos de las 
glandulas subcervicales y tam- 
bién lejos de la musculatura del cuello. 

Ks indudable que estos adenomas con 
su crecimiento iran a hacer su salida 
hacia la uretra posterior, rechazando 
hacia atrés a la musculatura lisa del 
cuello vesical. 

Kn otra preparacién correspondiente 
aun hombre de 55 anos (Figura 4) nos 
es dable ver como a pesar de una pros- 
tata atrofica existen glandulas llamadas 
periuretrales, pero que para nosotros 
son glandulas prostaticas de desarrollo 
tardio, sin caracteristicas patologicas 
que nos hagan pensar en el adenoma. 

Kn cambio, en otra preparacién 
(Figura 5), podemos ver un pequeiio 
adenoma de estas mismas glandulas que 
con su crecimiento rechazara al muisculo 
del cuello hacia abajo, produciendo las 
alteraciones maximas que puede pro- 
ducir el adenoma de préostata. 


Fig. 9. Parte de glindula normal de la Fig. 3. 
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Mas demostrativa podria ser la prepa- 
racién de la Figura 6, por tratarse de 
un hombre de 49 aflos en guien se ha 
producido un fibroma radicado especial- 
mente en la parte inferior de las paredes 
de la uretra, en donde puede verse 
también algunas zonas_ fibroadenoma- 
tosas en pleno parénquima prostatico. 

La limitacién de estos procesos pato- 
légicos en la zona periuretral, y que 
nosotros Hlamaremos la zona de ereci- 
miento tardio de las glandulas prosta- 
ticas, puede ser la predominante. 
Tenemos multiples preparaciones donde 
se vé una limitacion perfecta de estos 
procesos patolégicos hecha por el mus- 
culo del cuello vesical con fibras algunas 
veces capaces de contraerse y relajarse. 

Queremos recalear que el adenoma de 
prostata no es patrimonio exclusivo de 
al zona periuretral, como hemos visto 
mas adelante, ni del lébulo posterior, 


Zona de adenoma quistico perteneciente a 
la Fig. 8. 


como vimos mas arriba, sino que puede 
desarrollarse en cualquier parte de la 
prostata y asi en la Figura 7 es dable 
ver un franco nucleo adenomatoso situa- 
do por fuera de la musculatura cervical 
y rechazando a éste hacia adentro. 
Estas imagenes se repiten infinidad 
de veces. Todas estas transformaciones 
adenomatosas situadas en diferentes 
partes de la glandula pueden pre- 
sentarse concomitantemente como por 
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Zona de adenoma comin perteneciente a 


Fig. 11. 
la Fig. 8. 


Zona de fibroadenoma perteneciente a la 
Fig. 8. 


Fig. 12. 


ejemplo en la Figura 8, donde se puede 
ver un adenoma lateral situado por 
fuera de la musculatura del cuello y 
algunas zonas con tendencia adenoma- 
tosa en lo que es el lébulo posterior. 

Vimos mas arriba cuales eran los 
limites de la préstata que la defendian 
contra la proliferacién excéntrica regu- 
lar hacia todos los sentidos y ereemos 
ver de una manera evidente proqué 
generalmente predominan los adenomas 
preespermaticos. 

Kstablecido el predominio absoluto de 
uno, dos o tres Iébulos adenomatosos 
preespermaticos es facil comprender 
como ese tejido neoformado rechazara 
hacia abajo y atras al remanente de la 
prostata, haciéndola aparecer como una 
capsula especial. Algunos autores cre- 
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neta diferenciacién de la neoformacidn 
adenomatosa de la préstata verdadera, 
representada por el tejido noble des- 
plazado por la proliferaci6én patologica ; 
a nuestro entender en cambio ese tipo 
de capsula esta formado no sélo por la 
préstata normal sino tambien por los 
pequenos focos adenomatosos prostati- 
cos que se encuentran rechazados y 
atrofiados formando un todo con la 
glandula normal y el tejido conjuntivo 
periacinoso. Se forman de esta manera 
verdaderos tumores encapsulados, de- 
biéndose ver en el predominio de las 
fibras conjuntivas que rodean a estos 
procesos adenomatosos, la defensa de 
la glandula que trata de aislarlos por 
ser una produccién anémala en su seno. 


CONCLUSIONES 


Nuestra opinién acerca de la_ pato- 
genia de la prostata esta basada en los 
hechos que se desprenden de la observa- 
cién de numerosas glandulas prostaticas 
de todas edades, en donde se ha podido 
sorprender a la degeneracién adenoma- 
tosa desde los primeros comienzos hasta 
las ultimas etapas, pasando por todos 
los estados intermediarios. 

Nuestro reseumen es el siguiente: 

1°. En cualquier parte de la glandula 
peude desarrollarse un adenoma. 

2°. Las Ilamadas glandulas periure- 
trales que radican en la pared inferior 
de la uretra retromontanal son verda- 
deras glandulas prostaticas en latencia 
que por estimulos probablemente hor- 
monales se desarrollan durante todo el 
transcurso de la vida del individio de 
una manera ininterrumpida. 

3°. El adenoma tiende tendencia a 
desarrollarse hacia vejiga y uretra por 
ser los tinicos sitios que no ofrecen 
resistencia a su desarrollo. 

4°. Por la causa antedicha la mayor 
parte de los adenomas que se desarro- 


ADENOMA PROSTATICO 


298 


MARZO-ABRIL 
1946 


llan y que llegan al estado de verdadero 
tumor son preespermaticos. 

5°. La capsula periadenomatosa esta 
formada no sélo por la préstata normal 
sino también por todos aquellos brotes 
adenomatosos que debido a la compre- 
sién ejercida por el adenoma que pre- 
valece, son rechazados conjuntamente 
con la préstata remanente. 


SUMMARY AND CONCLUSIONS 


The author’s conclusions on the 
pathogeny of adenoma of the prostate 
are based on observations resulting 
from the study of a great number of 
prostatic glands, on patients of all ages, 
in which adenomatous degeneration has 
been detected, ranging all the way from 
the earliest to the last stages. 

He concludes that adenoma may de- 
velop in any portion of the gland, but 
will develop toward the bladder and 
urethra because these areas show no re- 
sistance to its growth. Owing to this 
fact, adenomas become pre-spermatie. 
The periadenomatous capsule contains 
not only the normal prostate, but all 
adenomatous nodules as well. 


SOMMAIRE ET CONCLUSIONS 


Les conclusions de l’auteur sur la 
pathogénie des adénomes de la prostate 
sont basées sur 1’étude d’un grand 
nombre de glandes prostatiques. Ces 
glandes provenant de malades de dif- 
férents Ages présentaient des signes de 
dégénération adénomateuse de différents 
degrés. 

L’auteur nous dit que l’adénome peut 
se développer dans toute partie de la 
prostate, mais se développe vers la 
vessie urinaire et l’uréthe car la tumeur 
ne rencontre aucune résistance a son 
développement dans cette direction. 

L’adénome devient pré-spermatique. 

(Continued on page 300) 
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IN MEMORIAM 


PROF. ALBERTO GUTIERREZ, 
F.LC.S. (ARGENTINA) 


Ha transcurrido ya mas de un ano del 
fallecimiento del que fué ilustre Profesor Dr. 
Alberto Gutierrez, de Buenos Aires, pero cl 
tiempo pasado no ha logrado borrar de la 
memoria de quienes le conocieron y admira- 
ron el recuerdo de aquel gran hombre de 
ciencia que tanto contribuy6é al desarrollo de 
la medicina y cirugia. Su _ desaparicién, 
ocurrida el 26 de febrero de 1945, ha dejado 
en la medicina suramericana un _ puesto 
vacante, muy dificil de llenar. 

El Dr. Gutierrez al fallecer contaba sola- 
mente 52 anos de edad, pero sus aportaciones 
en el campo de la medicina le habian ya ele- 
vado a un puesto preeminente, no sélo en 
su patria sino en el extranjero. Entre sus 
trabajos figuran unas 300 obras de distinta 
indole, todas ellas de extraordinario interés 
cientifico. Citemos, como ejemplo, los dos 
tomos de sus lecciones de Clinica Quirtirgica. 
En 1941 publica su ‘‘Tratado de Clinica 
Quirtrgica,’’ por desgracia sin terminar, 
como resultado de su experiencia personal 
tan brillante y feeunda. 

Para difundir lo. mas posible los conoci- 
mientos sobre la experimentacién médica, 
fund6é el Dr. Gutierrez la ‘‘Revista de Ciru- 
gia de Buenos Aires’’ (1922) y la ‘‘Revista 
Argentina de Anestesia y Analgesia,’’ é6rga- 
nos de expresién cientifica que tanto han 
influido en la ensefianza del arte de curar. 

Desde el comienzo de su carrera se revelé 
este hombre como un cientifico destacado y 
su tesis sobre ‘‘Anatomia Topografica del 
Peritoneo’’ merecié el premio de la Facultad 
cuando su autor tenia tan sélo 24 afos, uno 
después de haberse graduado, precisamente 
en la Facultad que le otorga el premio. 

Continué sus estudios como Jefe de Tra- 
bajos Practicos de Anatomia Topogréfica y 
bien pronto ascendié a Profesor suplente de 
dicha asignatura. Trabajando en la Facultad 
llega a obtener la Docencia Libre y la Su- 
plencia de la CAtedra de Clinica Quirtrgica. 
En el Hospital Espafiol contribuye con sus 
conocimientos y su ineansable labor al mejo- 
ramiento de dicha institucién, y por su 
méritos aleanza el cargo de Jefe del Servicio 
de Curugia de Mujeres y Ginecologia. 

Sus actividades cientificas y su profundo 
conocimiento le llevaron a ocupar numerosos 
cargos de prestigio, entre los que citaremos 
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los siguientes: Director de la Libreria y 
Archivos de la Sociedad de Cirugia de Buenos 
Aires, Secretario y, més tarde, Presidente de 
la Sociedad Médica del Hospital Espafol, 
vice-Presidente de la Asociacién Cultural 
Espanola y Director de la Clinica Quirirgica 
Gutierrez. 

Fué el Dr. Gutierrez miembro de una 
familia de médicos. Su padre, el eminente 
Dr. Avelino Gutierrez guid y alenté sus pasos 
desde el comienzo de la carrera. Su_ tio, 
también médico de prestigio, ejercié influ- 
encia en el derrotero cientifico del nuevo 
médico. Su espiritu investigador indujo al 
Dr. Gutierrez a visitar nuevos ambientes 
cientificos y viaj6 por Esapana, Francia, 
Inglaterra, Brasil y Chile, dejando en todos 
estos paises una huella de admiracién y 
respeto, tanto por sus méritos cientificos 
como por sus dotes personales de alta 
caballerosidad. 

(Continued on page 300) 
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Argentina.—El Dr. Filipe F. Carnanza, 
F.1.C.S., fué designado interinamente Di- 
rector del Instituto de Medicina Experimental 
de Ja Universidad de Buenos Aires. 


Brasil.—FE1 distinguido colega Dr. Alfredo 
Montiero fué elegido Presidente de la Sociedad 
de Medicina y Cirugia de Rio de Janeiro. 


Colombia.—El Dr. César Augusto Pan- 
toja, F.1.C.S., fué designado Director del 
Instituto Nacional del Radium. 


Costa Rica.—El| Dr. Rafael Angel Grillo, 
F.LC.S., preside actualmente el Congreso 


Nacional de la Republica. 


Chile—El Dr. Félix de Amesti, F.I.C.S., 
ha sido condecorado con Ja Orden del Aguila 
Tzteca. Se ha rendido homenaje al Dr. Luis 
Vargas Salcedo, distinguido maestro y ciru- 
jano chileno, colocando su retrato en lugar 
de honor de Ja clinica universitaria del Dr. 
Italo Alessandrini. El] Dr. Alberto Rahausen 
ha sido elegido Presidente de la Sociedad 
de Cirugia de Chile. 


Guatemala.— El Dr. Carlos Martinez 
Duran fué elegido Rector de la Universidad 


(Continued from page 298) 
La capsule périadé-nomateuse consiste 
non seulement de prostate normale mais 
aussi de nodules adenomateux. 


3akmoueHHA aBTOpa O MaToreHese 
HOMBI IIpOCTaTbl OCHOBAaHbI Ha HaO 
aX B Kypce 
MpoctaT OOJbHLIX BC€X BO3PaCTOB, B KOTO- 
pbix Obiia HalimeHa 


(Continued from page 299) 

Pertenecié a un sinntimero de Instituciones 
cientificas, dentro y fuera de su patria, que 
honrraron al Dr. Gutierrez con cargos de 
alto rango. Entre estas Instituciones estan 
Ja Academia Nacional de Cirugia, de la que 
fué presidente, Sociedad Argentina Interna- 
eional de Cirugia, Sociedad Italiana de 


Anestesia, Academia de Medicina de Madrid, 
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de San Carlos de Guatemala. Ya ha iniciado 
su labor. 


México.—El1 Vicepresidente Internacional 
Dr. Manuel A. Manzanilla, I'.I.C.S. (Hon.), 
el Secretario Nacional Dr. Francisco Fonseca, 
¥.I.C.8. (Hon.), y el Tesorero Nacional Dr. 
Miguel Lépez Esnaurrizar, F.I.C.S. (Hon.), 
recibieron recientemente titulos de Profesores 
Honorarios de la Universidad de San Carlos 
de Guatemala, Profesores Extraordinarios de 
la Universidad Mayor de San André de 
Bolivia, Miembros Honorarios de la Sociedad 
de Cirugia de La Paz y Miembros Honorarios 
del Ateneo de Medicina de Bolivia. El Dr. 
Dario Fernandez Fierro, F.I.C.S. (Hon.), 
Vicepresidente del Capitulo Mexicano del 
Colegio, recibid el titulo de Miembro Hon- 
orario del Colegio de Médicos y Cirujanos 
de Costa Rica. El Dr. Ratil A. Chavira, 
F.LC.S., ye el Dr. Ricardo Labardini Nava, 
F.I.C.8S., fueron elegidos miembros de la 
nueva Junta Directiva de la Academia Mexi- 
cana de Cirugia. El] Dr. Xavier Romo Diez, 


A.M.I.C.S., presenté oposicién para Médico 
Adsecrito del Hospital General de México, 
habiendo obtenido el primer lugar de cinco 
concursantes. 


OT CaMOro paHHero JO cTaxKa. 
Ou UTO XOTA MOKET 
ra pa3sBuBaeTCA MO HallpaBeHHIO MOUe- 
BOrO Ily3bIpPA Ka- 
HaJla, TaK KaK 3TH OOaCTH He OKa3bIBaloT 
compoTuBaeHve ee pocty. Ilostomy aze- 


HOMbI CTaHOBATCH 


Kalicyia COCTOMT He TOJIb- 
KO H3 HOPMAJIbHOM MpoctaThl, HO TaKxKe 
HOJIOJ. 


Academia de Medicina de Rio de Janeiro, 
Sociedad Médica de Valparaiso y _ otras 
muchas. 

El Colegio Internacional de Cirujanos, del 
cual fué miembro el Dr. Gutierrez, une su 
voz al duelo que siente la clase médica de 
Hispano-América por la desaparicién de tan 
preclaro hombre de ciencia, cuya muerte 
constituye péridida irreparable para todos. 
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